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ABSTRACT 
 
The Relationship Among Reflective Functioning, History of Childhood Trauma,  
and Symptoms of Depersonalization and Derealization in Patients with Panic Disorder 
 
by 
Sarah J. Kay 
 
Advisor:  Steve Tuber, PhD 
 
This exploratory study examined the relationship among reflective functioning (RF), 
history of childhood trauma, and symptoms of depersonalization and derealization in an attempt 
to provide a more nuanced clinical picture of panic disorder.  
All analyses were conducted using baseline data collected as part of the “Dynamic 
therapy vs. CBT for Panic Disorder” study at Weill Cornell Medical College and the University 
of Pennsylvania. The study participants were 201 patients with a primary DSM-IV diagnosis of 
panic disorder with or without agoraphobia who completed the parent study.   
While there was a significant relationship found between trauma and panic severity at 
one of the sites, t(95) = -2.44, p = .009, as well as between trauma and ratings of reflective 
functioning at the other, t(82) = 1.70, p = .047, there were no significant findings related to the 
study hypotheses supported by data across both sites. Notably, however, demographic 
characteristics such as race and age made significant contributions to the variability in scores of 
depersonalization/ derealization for both sites. In addition, the presence of this sample’s large 
incidence of childhood trauma (62% at site 1 and 64% at site 2) has potential implications for the 
way panic disorder should be conceptualized and treated.  
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All the while, the trauma has lodged in an obscure corner of my soul. – Diana Nyad 
 
 
 
This exploratory study of 201 patients who were entered in the “Psychotherapies for 
panic disorder” study at Weill Cornell Medical College and the University of Pennsylvania with 
a primary DSM-IV diagnosis of panic disorder will examine the relationship of history of 
childhood trauma, reflective functioning (RF), and symptoms of depersonalization and 
derealization in an attempt to provide a more nuanced clinical picture of panic disorder.  Initially, 
the strength of the relationship between childhood trauma and level of reflective functioning will 
be examined in the sample of patients with panic disorder.  A secondary analysis will focus on a 
subset of the sample of patients with panic disorder who endorse symptoms of depersonalization 
and derealization.  In that subset of the larger sample, this study will examine the impact of the 
interaction between childhood trauma and reflective functioning on symptoms of 
depersonalization and derealization.   
 
 
Literature review 
 
 
Panic Disorder 
Definitions and prevalence. A panic attack is an abrupt surge of intense fear or intense 
discomfort that reaches a peak within minutes accompanied by a number of physical and 
cognitive symptoms including, but not limited to, heart palpitations, sweating, nausea, 
derealization or depersonalization and fear of losing control or “going crazy.” Panic Disorder 
refers to recurrent, unexpected panic attacks, frequently experienced as “out of the blue,” with 
either persistent worry or concern about the panic or significant behavioral change related to the 
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attacks (American Psychiatric Association, 2013). The current prevalence rate of panic disorder 
is 2.8% (12 months) and 4.7% (lifetime) (Kessler, et al., 2006); panic attacks may be used as a 
specifier across DSM disorders and also can occur in the context of other psychiatric disorders 
and some medical conditions. Indeed, lifetime prevalence for isolated panic attacks is estimated 
to be 22.7% (Kessler, et al., 2006) and panic attacks have been associated with an increased 
likelihood of having anxiety disorders other than panic disorder and agoraphobia among both 
adults and youth (Goodwin and Gotlib, 2004). In addition, panic disorder and panic attacks 
(without history of panic disorder) have been associated with a significantly increased likelihood 
of both lifetime and past-year suicidal ideation, and panic disorder may increase the odds of 
subsequent suicide attempts (Goodwin and Roy-Byrne, 2006). There have been advances in the 
understanding of panic disorder and panic attacks in recent years, but further research is 
warranted as it clearly impacts a large percentage of the population and constitutes a significant 
public health problem.   
Theoretical models of panic disorder. Investigators from a number of theoretical 
orientations have explored the characteristics of panic disorder in order to find more efficacious 
treatments. The following section will review the dominant psychological theories of panic 
disorder as these models are most relevant to the present study. 
Cognitive. Clark’s (1986) cognitive model of panic disorder treatment grew out of 
research attempting to understand panic disorder from neurochemical and pharmacological 
perspectives. Clarke’s theory proposed that the various agents found to provoke panic may not 
have direct panic-inducing effects, but rather may provoke panic only if the bodily sensations 
which they induce are interpreted in a particular way. Such “catastrophic misinterpretations” 
involve perceiving the bodily sensations such as palpitations or dizziness as much more 
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dangerous than they really are. Thus palpitations may be interpreted as an impending heart 
attack. Sensations may also arise from the perception of mental processes. When external or 
internal stimuli are perceived as a threat, a state of mild apprehension results, accompanied by a 
wide range of bodily sensations. Panic attacks are thought to be the result of a cycle in which the 
bodily sensations are interpreted in a catastrophic fashion, further increasing the apprehension; 
apprehension then aggravates bodily sensations. This cycle continues until it culminates in a 
panic attack.  
Barlow (1988) initially proposed the alarm theory of panic disorder. He argued that 
catastrophic cognitions alone are not sufficient for the development of panic attacks and 
introduced a modern learning theory perspective to the theory of development of panic disorder.  
This perspective distinguishes true alarms, or “fear,” from false alarms (panic). Carter and 
Barlow (1995) believe a hyperresponsive autonomic nervous system and stressful life events, 
moderated by factors such as cognitive characteristics (i.e., misinterpretation of alarms and 
physiological sensations), personality characteristics (i.e., dependence) and lack of social support 
may predispose an individual to experience an initial false alarm. The repeated experience of 
false alarms can result in “learned alarms” and what is learned is an association between a false 
alarm and a specific cue (Bouton, Mineka, & Barlow, 2001). The association of false alarms with 
interoceptive cues results in the phenomenon of “learned alarms.” Misattributions are what 
distinguish nonclinical panickers from those who continue to develop more frequent and intense 
alarms. They believe such misattributions may be the result of innate genetic factors 
predisposing an individual to respond with exaggerated anxiety to physiological arousal.   
Other contributions from the cognitive perspective include Chambless and Gracely’s 
(1989) finding that “fear of fear,” defined as a fear of panic attacks and their real or imagined 
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consequences, is a specific feature of anxiety states, experienced particularly by those with 
agoraphobia and panic disorder. In addition, agoraphobics were found to have a higher fear of 
somatic sensations and more frequent thoughts about somatic danger associated with anxiety, 
indicating that fear of one’s somatic symptoms may be an important factor in determining to 
what degree avoidance behavior will be established subsequent to panic attacks.  
Psychodynamic. In Inhibitions, Symptoms, and Anxiety (1926), Freud introduced his 
revised formulation of anxiety, establishing what he called “signal anxiety,” the foundation for 
the current psychodynamic theory of panic disorder. He highlights the anxiety as the response to 
the emotional meaning of a particular situation. One becomes anxious as one gets closer to 
material that is threatening to the ego’s stability, a signal of a threat or potentially traumatic 
situation. This anxiety triggers repression, a defensive response which removes the thought or 
affect associated with a forbidden wish or impulse from being consciously experienced. Current 
psychodynamic conceptualizations of panic disorder maintain that panic symptoms carry a 
specific emotional significance and that until the patient can tolerate facing the emotional 
significance of the symptoms, they will persist (Busch, Milrod, Singer, & Aronson, 2012). One 
psychodynamic formulation of panic disorder based on neurophysiological vulnerabilities, 
temperamental characteristics, and childhood experiences maintains that individuals who are 
easily frightened by separation or loss develop a dependency on caregivers who are often 
experienced as unreliable or rejecting (Busch et al, 1991; Shear, Cooper, Klerman, Busch, & 
Shapiro, 1993; Busch et al., 2012). Such individuals often feel autonomy is dangerous as it may 
imply a real or symbolic loss of the caregiver. Defense mechanisms such as denial, reaction 
formation, undoing, and somatization are triggered in order to manage to avoid awareness and 
expression of feelings or wishes that feel unacceptable. Feelings of anger may feel particularly 
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dangerous as they may threaten or disrupt important relationships. While such defenses enable 
one to avoid conscious awareness of underlying conflicts in the moment, they are not effective in 
the long-term.   
Thus in a dynamic formulation of panic disorder, attachment relationships and difficulty 
expressing anger in the context of such relationships is central as well as related difficulties with 
the developmental tasks of separation. Busch et al. (2012) maintain that panic disorder patients 
often feel inadequate, incapable, and incompetent, and that these problems often arise “from 
patients’ experience of parents as being absent, neglectful, or incompetent, or of a traumatic 
relationship or loss that left them feeling overwhelmed” (p.38). They are often afraid of being 
overwhelmed by intense emotions, and this may be intensified by past trauma. A focus on bodily 
fears and somatic symptoms may be an unconscious way of maintaining distance from other 
frightening feelings. Instead, they restrict themselves from feeling a full range of emotions, 
avoiding guilt, shame, anger, and aggression. Thus anxiety can serve as a defense, keeping a 
range of emotions out of conscious awareness while the person feels weak and dependent on 
attachment figures. 
From a dynamic perspective, patients with panic disorder have struggled with 
developmental progression from early in life, making movement toward autonomy and 
independence difficult. Actual or perceived separations feel dangerous, and an inability to self-
soothe makes these people feel more dependent on attachment figures. Even though panic attacks 
are often perceived to arise out of the blue, from a psychodynamic perspective, this is never the 
case.   
There is a body of research addressing the timing and presentation of symptoms for panic 
disorder patients. Studies have found interpersonal loss events to be associated with panic 
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disorder onset in 25% (Manfro et al., 1996) to 73% (Klass et al., 2009) of samples; the varying 
definitions of loss events in the literature leads to great variability in these findings. In a review 
of life events in panic disorder, Klauke, Deckert, Reif, Pauli, and Domschke (2010) found a key 
role of loss, threatening, and adjustment life events as well as separation or interpersonal 
conflicts in the precipitation of panic disorder symptoms. Reactions to experiences of loss in 
adulthood may be tied to prior experiences of loss or separation.  For this reason, childhood 
events are particularly important to consider.   
 
Childhood Trauma 
According to U.S. government statistics (U.S Dept. of Health and Human Services, 
2012), 9.2 victims per 1,000 children in the population, or approximately 686,000 children, were 
victims of child abuse and neglect during 2012 (the most recent year for which data are 
available). Children in their first year of life had the highest rate of victimization at 21.0 per 
1,000 children. The greatest percentage suffered from neglect (78.3%), followed by physical 
abuse (18.3%) and sexual abuse (9.3%). Eighty-two percent of perpetrators were parents, of 
whom 88.5% were biological parents. These statistics reflect only those cases that came to the 
attention of child protective services agencies; they thus are likely to be an underestimation of 
the actual number of children who are victims of child abuse and neglect. Child maltreatment is a 
national problem that deserves attention in the areas of public policy as well as developmental 
psychopathology.   
While there is not the same level of national attention on children’s experiences of loss 
and separation, clinicians are aware that such events are traumatic for children. The following 
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section will review the literature on childhood trauma, including experiences of loss and 
separation, with a focus on connections to adult psychopathology. 
 
Childhood Adversity and Psychopathology 
 Childhood adversities often co-occur, and childhood adversities associated with 
maladaptive family functioning are linked with the highest risk of developing mental disorders. 
(Kessler et al., 2010). In addition, childhood trauma affects clinical course (Heim, Shugart, 
Craighead, and Nemeroff, 2010). There is some evidence for ‘critical periods’ for the effects of 
early trauma during development with some reporting that adversity during earlier childhood is 
associated with a greater propensity for negative outcomes (Agid et al., 1999; Kaufman and 
Henrich, 2000; McClellan et al., 1996). In a prospective study, Kaplow and Widom (2007) found 
that earlier onset of maltreatment predicted more symptoms of anxiety and depression in 
adulthood, while later onset was predictive of more behavioral problems in adulthood. There is 
also evidence that the number of adverse childhood experiences has a strong, graded relationship 
to the prevalence and risk of affective disturbances. In a major retrospective and 20-year 
prospective medical research project of the CDC and Kaiser Permanente, of 17,337 adults 
matching their current biomedical and mental health, social function, and life span against 10 
categories of adverse childhood experience during infancy, childhood, and adolescence, at least 1 
adverse childhood experience (ACE) was reported by 64% of respondents (Anda et al., 2006).  
The authors found the number of adverse childhood experiences (ACEs) to have a strong, graded 
relationship to the prevalence and risk of affective disturbances. Notably, for those with four or 
more ACEs, the risk of panic reactions, depressed affect, anxiety, and hallucinations were 
increased 2.5-, 3.6-, 2.4-, and 2.7-fold respectively. Some researchers have attempted to tease 
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apart the differential effects of different types of events taking place during childhood. For 
example, a study by Hovens et al. (2012), found childhood trauma, such as abuse, to be 
associated with an increased persistence of both comorbidity and chronicity in the course of 
anxiety and/ or depressive disorders, however childhood life events, such as loss, were not found 
to have the same association.    
Parental loss has been found by a number of investigators to be a risk factor for 
developing major depression and other disorders (Bosquet and Egeland, 2001; Bifulco, Brown, 
and Harris, 1987). In a study comparing rates of early parental loss (due to parental death or 
permanent separation before the age of 17 years) among individuals with major depression, 
bipolar disorder, and schizophrenia to those of healthy control individuals, Agid et al. (1999) 
found that loss of a parent during childhood significantly increased the likelihood of developing 
major depression during adult life. The effect of loss due to permanent separation was more 
striking than the loss due to death, as well the loss before the age of 9 years compared to loss 
experienced in later childhood and adolescence. Depression with early-life trauma appears to 
represent a distinct endophenotype (Heim, Jeffrey, Mietzko, Miller, and Nemeroff, 2008), with 
an HPA axis profile distinct from those with major depression without early-life trauma. Such 
findings not only have implications for medication development as well as treatment response in 
patients with this early trauma-related endophenotype, and they also provide a rationale for 
examining early-life trauma’s impact on individuals with other psychiatric disorders, such as 
panic disorder.   
 
Childhood adversity and panic disorder. While some researchers have suggested that 
causal pathways linking childhood adversities to development of psychiatric disorders are 
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general (Kessler et al., 2010), others have argued that certain forms of childhood abuse may 
contribute specific vulnerability to different types of psychopathology. For example, Lochner et 
al. (2010) suggest such differentiation in a study examining childhood trauma in adults with 
social anxiety disorder and panic disorder. In a review of life events and panic disorder, Klauke 
et al. (2010) state that several studies report an association between loss and separation life 
events in childhood and panic disorder later on in life. While they stress the necessity to be 
cautious in interpreting results of single-adversity/ single-disorder studies and encourage a view 
of a broad anxiety disorder spectrum, it is worthwhile to examine the connection of such events 
to panic disorder. Although the impact of childhood loss/ separation life events does not seem to 
be restricted to the development of panic disorder, loss and separation life events are often 
observed in panic disorder patients.   
Friedman et al. (2002) found no connection between the onset of Panic Disorder and the 
presence of childhood trauma, yet other findings support an association between panic disorder 
and early traumatic life events (Bandelow et al., 2002; Falsetti, Resnick, Dansky, Lydiard, & 
Kilpatrick, 1995). Bandelow and colleagues (2002) found that patients with panic disorder 
experienced significantly more traumatic early life events, including parental death and 
separation, than adults without panic disorder. These individuals also reported having had more 
restrictions from parents as well as feeling less loved than controls. Among early traumatic life 
events are those that lead to separation from parents, death of a parent, violence in the family, 
marital problems, and sexual abuse. In addition, the number of different traumatic events 
experienced has been found to be significantly higher in this patient group in some studies 
(Bandelow et al., 2002). Goodwin, Fergusson, and Horwood (2005) found that sexual or physical 
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abuse during childhood was associated with increased likelihood of developing panic attacks or 
panic disorder in young adulthood.   
Others have argued that childhood trauma may play a role in the onset of certain types of 
panic disorder. Perhaps for this reason, most studies assessing childhood life events and their 
impact on panic disorder concentrate on specific rather than cumulative life events (Klauke et al., 
2010). In a study examining the differences between early and late age onset of panic disorder 
and its relationship to childhood trauma in 511 individuals ages 18-65, Tibi et al. (2013) found 
that childhood trauma was a determinant of early onset, but not late onset panic disorder. 
Overall, early onset panic disorder (defined as less than or equal to 27 years) was related to 
significantly more childhood life events, higher frequencies of exposure to childhood trauma, 
and more suicide attempts. Patients with early onset panic disorder were more likely to be 
diagnosed with agoraphobia compared to a late onset group. Some investigators distinguish 
between trauma and life events; in this study, the association was stronger for childhood traumas 
(such as abuse) than for life events (such as loss). Although these findings are important, 
investigators’ varying definitions of trauma and life events makes it difficult to make definitive 
conclusions in this area.    
 
Early life separation, separation anxiety disorder and panic disorder. Although some 
studies failed to confirm a link between early separation anxiety disorder and panic disorder, 
childhood separation anxiety disorder has long been seen as being a precursor to adult onset of 
panic disorder (Klein, 1995; Biederman et al., 2005; Lewinsohn, Holm-Denoma, Small, Seeley, 
& Joiner, 2008; Silove et al, 1996). A meta-analysis by Kossowsky et al. (2013) concluded that 
overall, studies support an association between early separation anxiety disorder and adult panic 
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disorder. Thus the two types of anxiety may arise from a common diathesis. In addition, 
separation anxiety disorder was linked to panic disorder rather than to agoraphobia (Silove, 
Manicavasagar, Curtis, & Blaszczynski, 1996), however the specificity of the link is unclear. A 
number of models have been proposed to account for the divergent findings in this area, however 
there is currently fairly definitive evidence that childhood separation anxiety disorder is a 
precursor of adult panic disorder (Kossowsky et al., 2013). This theory is consonant with 
attachment and psychoanalytic perspectives that see separation/ autonomy-dependency conflicts 
underlying the symptoms of panic disorder and agoraphobia.  
While some argue that the diagnosis of PTSD is not adequate to capture all of the 
symptoms associated with childhood trauma (Courtois and Ford, 2009), it is worthwhile to 
compare the two diagnoses, as a number of investigators have focused on common symptoms 
between panic disorder and PTSD. For example, like patients with PTSD, panic disorder patients 
may experience intrusive memories of earlier panic attacks, though they occur less frequently 
and are less often associated with psychological distress, physiological reactivity and re-
experiencing elements than memories of PTSD patients (Haagenars, van Minnen, Hoogduin, & 
Verbraak, 2009). Some have proposed shared neurobiological underpinnings, and autonomic 
arousability as characteristic of both disorders (Brown and McNiff, 2009). Other research has 
found that people with acute stress disorder or PTSD frequently suffer from panic attacks 
(Falsetti and Resnick, 1997; Nixon and Bryant 2003). Others have proposed that in both panic 
disorder and PTSD initial panic reactions stimulate conditioning that contributes to ongoing 
anxiety of recurrence of the fear reaction (Jones and Barlow, 1990). Yet, these characteristics 
may be seen as being general and not exclusively specific to these two disorders. One of the 
areas that has been examined and deserves further attention is the proposed relationship between 
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symptoms of dissociation in patients with PTSD and depersonalization and derealization often 
experienced in patients with panic disorder.    
 
A Psychodynamic Perspective on Trauma 
 Freud focused on fantasy at the cost of consideration of trauma as a real event. In 
contrast, contemporary psychoanalytic conceptualizations of trauma accept the idea that trauma 
itself is real and devastating. These conceptualizations may be based in the classical idea that the 
primary impact of the trauma is located in the intrapsychic, fantasy-mediated organization of the 
patient. Other approaches focus on the state of an overwhelmed ego. Yet other perspectives 
underscore the relational aspect of trauma. The latter tend to focus on the psychic abandonment 
and betrayal felt by a child in the case of relational trauma, as well as the resulting disturbance 
between concepts of self and self-object (Davies and Frawley, 1994). Psychodynamic theory 
highlights the ways in which deficits in affective, cognitive, and self-regulatory functioning may 
result in the “organization of mutually exclusive systems of self and object representations that 
are formed in relation to traumatic moments” (Davies and Frawley, p. 46). The focus on the 
unsymbolized nature of traumatic experiences and the process of dissociation deepen our 
understanding of the ways in which extreme trauma affects how one thinks of herself and the 
ways in which this self-concept can affect interactions with others.   
 
Trauma and the Developing Child 
One of the ways in which traumatic experiences have such a long-lasting impact on an 
individual is by shaping the thoughts, emotions, behaviors and biology of the developing child 
(Pynoos, 1996).  The relationship with the primary caregiver is therefore at the center of 
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understanding a person’s reaction to interpersonal childhood trauma and its subsequent impact 
on development. Attachment theory proposes that abusing or neglecting mothers will have 
internal working models centered around issues of conflict, control, rejection, or helplessness 
associated with affects of anger or depression (Crittenden, 1989). Such insecurely attached 
parents will often be ill-equipped to interact with their children in ways that would promote 
secure attachment. These children continue to seek safety and comfort from mothers who may 
not be capable of providing a feeling of security. The children often develop an association 
between interpersonal engagement or connection and assaultive or unresponsive behavior.  They 
will grow to seek out others who are also unresponsive or assaultive and will repeat patterns for 
relating that were derived from abusive relationships (Cloitre, Cohen, & Koenen, 2006).   
 
Dissociation  
It is important to consider dissociative symptoms, as they have been found to be 
predictive for negative treatment outcomes (Spitzer, Barnow, Feyberger, and Grabe, 2007). 
While there are a number of factors that may impact someone’s tendency to dissociate, primary 
attachment appears to account for why some people exposed to trauma dissociate when others do 
not (Korol, 2008). 
From a clinical perspective, pathological dissociation is defined as the process by which 
traumatic experience that is too overwhelming is established as a distinct psychic state within the 
personality (Davies and Frawley, 1994). Childhood abuse may result in the adoption of a 
behavioral pattern involving defensive dissociation that persists into adulthood (Twaite & 
Rodriguez-Srednicki, 2004). In the short-term, dissociation may be thought of as being adaptive, 
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especially for the child who is sexually abused by a primary caregiver. However, it becomes 
maladaptive when used as an ongoing defensive strategy.   
According to DSM-V (American Psychiatric Association, 2013), dissociation is 
characterized by depersonalization or derealization. Depersonalization is defined as experiences 
of unreality or detachment from one’s mind, self, or body. Derealization is defined as 
experiences of unreality or detachment from one’s surroundings. Experiences of 
depersonalization and derealization are believed to occur on a continuum; healthy individuals 
report experiences lasting a few moments, often under conditions of stress, fatigue, or drug use, 
to severely debilitating disorder in which the symptoms can persist chronically and unremittingly 
for decades (Hunter, Sierra and David, 2004). These symptoms may also occur in the context of 
seizure disorders, further complicating diagnosis. Some have hypothesized that dissociation is 
present primarily in a distinct subset of individuals with PTSD, arguing for a dissociative 
subtype (Lanius et al., 2010). Others have proposed an association between a dissociative 
subtype and early childhood adversities or repeated traumatic experiences (Ginzburg et al., 2006; 
Cloitre et al., 2009). When examining the interviews of 25,018 respondents in 16 countries in the 
World Health Organization World Mental Health Surveys, Stein et al. (2013) found 14.4% of 
PTSD cases in the community to meet criteria for the dissociative subtype. In addition, among 
respondents with PTSD, dissociation was associated with childhood onset, exposure to prior 
traumatic events (and especially to a high number of prior traumatic events), and childhood 
adversities. The authors suggest that early age of exposure and repeated exposure are more 
critical than the content of exposure in promoting dissociative symptoms among people with 
PTSD as dissociation was not found to be related to trauma type in their study. Dissociation was 
also found to be related to severity of PTSD in this sample.   
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Research examining the relationship between specific types of trauma and dissociation 
have produced varied findings. While some studies have found the relationship with dissociation 
to be strong for childhood sexual abuse (Mercado, 2008), others have demonstrated a stronger 
relationship for emotional abuse (Watson, Chilton, Fairchild, & Whewell, 2006) and physical 
abuse (Roe-Sepowitz, Bedard, & Kerensa, 2007). 
Depersonalization/ derealization. A review by Hunter et al. (2004) summarizes the 
reported prevalence rates for depersonalization and derealization in sixteen studies with samples 
ranging from 26 to 1168. Apart from two studies conducted in Japan that report prevalence rates 
substantially lower than the remaining studies, the majority of studies report prevalence of 
depersonalization and/ or derealization during panic attacks as ranging from between 24.1% and 
82.6%. The authors also conclude that although prevalence rates appear to increase with the 
severity of co-morbid conditions in psychiatric populations, the extent to which 
depersonalization/ derealization may be exacerbating or maintaining the primary disorder is not 
known. The authors explain, “It is not clear to what extent depersonalization is co-morbid with 
the underlying condition, represents symptom overlap or is merely a non-specific indicator of 
distress or symptom reporting in an unwell group” (p. 702). 
Panic and dissociative symptoms. It is unclear whether or not trauma-related 
dissociative symptoms are distinct from depersonalization/ derealization during panic attacks as 
research in this area has produced conflicting findings. For example, Marshall et al. (2000), 
compared rates of traumatic events between panic disorder patients with (n=34) and without 
(n=40) prominent depersonalization/ derealization during panic attacks and found no evidence 
that a history of childhood traumatic experiences increased the likelihood of experiencing 
dissociative symptoms during a panic attack.  However, McWilliams, Cox, and Enns (2001) 
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examined the same relationship using the National Comorbidity Survey (1994) public use 
database (n=186) and found the depersonalization group more frequently reported a history of 
serious neglect as a child, having been raped before age 16, experiencing physical abuse as a 
child, and a history of molestation before age 16, suggesting there is a link between traumatic 
childhood events and depersonalization during panic attacks. Marshall et al. (2000) note that it is 
possible that depersonalization/ derealization during panic attacks is mediated by the presence of 
comorbid disorders since dissociative symptoms are also associated with general 
psychopathology (Mulder, Beautrais, Joyce, & Fergusson, 1998). Though there is not extensive 
research examining the relationship, further investigation is clearly warranted.   
 
Panic Disorder and Attachment 
Like modern psychodynamic theorists, Bowlby questioned the idea that panic attacks 
arise out of the blue.  Bowlby (1969) described anxious attachment as a reaction to actual 
childhood experiences, such as parents’ frequent absences, threats of abandonment, and parental 
quarreling. He advocated for close attention to the family context when examining the 
development of panic disorder and agoraphobia. There is evidence to support Bowlby’s 
hypotheses that the panic attacks in panic disorder do not necessarily arise “out of the blue.”  
Many panic disorder patients in one study regularly described disturbed parental relationships 
and distressing interpersonal situations out of which panic emerged (Shear, 1996). Summarizing 
studies using the parental bonding inventory, Shear notes that patients with panic disorder 
consistently find mothers less warm and more rejecting than mothers of control subjects. Some 
have posited that parental relationships in which children are punished, criticized, or denied 
opportunity to practice independent behaviors are common among patients with panic disorder.  
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Differences between gender and reports of parenting styles have been found. Seganfredo and 
colleagues (2009) found that female panic disorder patients described their fathers as being 
significantly more overprotective and less warm when compared to same gender controls, while 
male panic disorder patients referred to their mothers as being significantly more overprotective 
than controls. Such parents may lead individuals to feel incapable of handling developmentally 
normative tasks, especially tasks involving separation and autonomy.  
In a longitudinal study of attachment and development, Sroufe found that resistant 
attachment history was related to presence of anxiety disorders later in life. He explains, “in the 
face of an only inconsistently responsive caregiver, infants in the resistant group adopt a strategy 
of hypervigilance and hyper-attentiveness to the caregiver, emitting attachment behaviors 
strongly and frequently, even with mild external provocation” (2005, p.361). These infants may 
develop into adults with anxious or preoccupied attachment styles. Such individuals tend to be 
hypervigilant about their relationships, sensitive to loss or threat of ruptures in relation to close 
interpersonal bonds (Manicavasagar, Silove, Marnane, & Wagner, 2009). Hypervigilance is 
often seen as being related to anxiety disorders. Fonagy and colleagues (1996) found most adults 
with anxiety disorders to be unresolved with respect to loss or trauma as compared to other 
clinical groups.  
  
Neurobiological Perspective 
Caregivers and close relatives in a child’s life are both potentially the strongest sources of 
stress and the most powerful protection from harmful stressors (Gunnar and Quevedo, 2007).  
During development, social relationships play critical roles in regulating physiological stress 
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reactions and protecting the developing brain from potentially deleterious effects of the 
hormones and neurochemicals associated with stress reactions.  
 Certain neurobiological changes that accompany traumatic experiences, especially when 
such experiences occur during infancy and childhood, may alter development of systems of 
attention and learning, memory, and emotion regulation. Interference in the development of these 
systems will in turn impact personality formation and integration and interpersonal functioning 
(Ford, 2009). Specifically, these changes can be seen in areas of the brainstem, hypothalamus, 
the limbic system, and the neo-cortex (Van Der Kolk, 1996). In attachment relationships 
characterized by insecurity, a child is often in a state of chronic physiological arousal. Being in 
such a state affects the child’s capacity to utilize emotions as signals as she is unable to regulate 
autonomic reactions to internal or external stimuli. Such difficulties in emotion regulation, 
combined with hormonal problems that affect how memories are laid down, may result in a 
hypersensitivity to external stimuli and necessitates a focus on survival rather than learning and 
exploration (Courtois & Ford, 2009). Schore (2001) sees these patterns as altering the 
development of the right brain, which is specialized for the processing of socioemotional 
information and bodily states.    
 Schore’s “interpersonal neurobiological model” (2013) is one lens through which to 
understand the ways attachment shapes the survival functions regulated by the right hemisphere 
of the brain. Efficient self-regulation is thought to emerge out of a secure attachment 
relationship, one in which the regulatory processes arise out of positive arousal and interactive 
repair of negative arousal (Bradshaw and Schore, 2007). This is a process in which the caregiver 
is attuned, both psychologically and biologically, to the infant’s changes in level of arousal and 
affective states. An empathically-attuned caregiver appraises the nonverbal expressions, 
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regulates them, and communicates them back to the infant. There are moments of misattunement 
in any dyad, however a “good-enough” caregiver (Winnicott, 1960) is one who is able to follow 
such a moment with a “reattunement,” thereby regulating the infant’s negatively charged arousal.  
Skills in self-regulation are thought to develop as the child repeatedly makes persistent efforts to 
overcome interactive stress. Thus the capacity to regulate one’s own emotional state in the face 
of stressful life events begins as the infant successfully copes with stressful negatively charged 
affects in the context of the relationship with the primary caregiver.   
Schore and others supporting an interpersonal neurobiological perspective of regulation 
theory (2005) believe these attachment experiences have long-term effects on the developing 
hypothalamic-pituitary-adrenocortical (HPA) axis. This system plays a central role in the 
regulation of stress reactivity (Gunnar, 2000).  The higher regulatory systems of the right 
hemisphere form connections with the autonomic nervous system (ANS) and the limbic system.  
The limbic system processes and regulates social-emotional stimuli and plays a role in the 
organization of new learning; the ANS generates the somatic aspects of emotion. Because of the 
critical growth period of these systems in the first couple of years of life, affective attachment 
communications specifically shape the cortical-subcortical emotion and stress-regulating circuits 
of the developing right brain at this time (Ammaniti & Trentini, 2009; Schore, 2005). Optimal 
attachment experiences, it is believed, encode strategies of affect regulation that guide an 
individual through interpersonal contexts. Schore states, “these adaptive capacities are central to 
the dual processes of self-regulation: interactive regulation, the ability to flexibly regulate 
psychobiological states of emotions with other humans in interconnected contexts, and 
autoregulation, which occurs apart from other humans in autonomous contexts” (2005, p.8). 
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In contrast, caregivers who respond to an infant’s expressions of emotions and stress by 
being either hyperintrusive or emotionally inaccessible and disengaged are associated with 
attachment trauma. Such caregivers can induce extreme levels of over-stimulation and arousal in 
the infant, and the interactive repair of affective ruptures is absent. When a sense of safety is not 
provided for by the caregiver, “the homeostatic assaults have significant short and long-term 
consequences on the maturing psyche and soma” (Schore, 2013). The separate response patterns 
of hyperarousal and dissociation are thought to be the result.   
 
Reflective Functioning and Mentalization  
Mentalization: Definitions and theoretical foundation. Fonagy, Gergely, Jurist, and 
Target define mentalization as the capacity to envision mental states in self and others (2002).  
More specifically, it is the capacity to evoke and reflect on one’s own experience to make 
inferences about behavior in oneself and others. The quality of the interactions and the emotional 
relationship between the infant and the primary caregiver determine the capacity for 
mentalization. The RF interview is an operationalized measure of the psychological processes 
underlying the capacity to mentalize, developed for the purposes of research. 
Mentalization theory grew out of developmental psychology’s concept of theory of mind 
and the idea of the development of agency of the self. Theory of mind refers to children’s ability 
to “read” other people’s minds (Baron-Cohen, 1995), making people’s behavior meaningful and 
predictable. Mentalization expands on theory of mind by addressing the emotional significance 
of mental states and is firmly rooted in the child’s relationships with attachment figures (Fonagy 
et al., 2002). Mentalization theory proposes that this high level cognitive capacity is an important 
determinant of individual differences in self-organization; it is important in its capacity to 
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regulate behavior; it is an implicit (unconscious) process invoked in interpreting human action 
(Fonagy and Target, 1997). Like Bowlby, Fonagy and Target describe the importance of family 
context for the development of mentalization:  
The development of children’s understanding of mental states is embedded within the  
social world of the family, with its interactive network of complex and at times intensely  
emotionally charged relationships, which, after all, constitute the primary content of early  
reflection. (p.681)   
Fonagy and colleagues (2002) propose a process of acquiring agency of self that is differentiated 
into five levels: physical, social, teleological, intentional, and representational. In this context, 
the development from teleological to mentalizing models depends on the quality of the 
interpersonal relationship that develops between the infant and the caregiving adult. This 
happens, in part, via representational mapping (Rogers and Pennington, 1991), whereby the 
caregiver’s representation of the infant’s affect is represented by the child and is mapped on to 
the representation of his self-state (Fonagy and Target, 1997). This provides an organizational 
framework for the child’s self-state, and the caregiver’s mirroring can become a higher order 
representation of the child’s experience. This process of mirroring may fail if it is too close or 
too distant from the infant’s experience. In the first instance, the perception may lose its 
symbolic potential and can itself become a source of fear; self-development may be 
compromised in the second instance, when the mirroring is absent or contaminated with the 
mother’s own preoccupation. Importantly, Fonagy and Target propose that individuals who 
interpret symptoms of anxiety as catastrophic “have metarepresentations of their emotional 
responses which cannot be limited in intensity through symbolization, perhaps because the 
original mirroring by the primary caregiver exaggerated the infant’s emotions” (1997, p.683-
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684). In this case, the symbolic representation of affect contains too much of the primary 
experience. Rather than labeling and potentially attenuating the negative affect, the affect state is 
enhanced, symptoms are exacerbated, leading to a cycle of escalating panic.  
Thus the child is able to transition from a teleological model of the mind to interpret and 
understand affective experiences in others, as well as being able to regulate and control his own 
emotions, much in the same way that object relations theorists describe the evolution of self-
other internal representations or internal working models. This is crucial in the development of 
affect regulation as the distressed child “identifies in the response of the caregiver a 
representation of his mental state which he may internalize and use as part of a higher order 
strategy of affect regulation” (Fonagy and Target, 1997, p.685). Thus secure attachment may be 
seen as the outcome of successful containment (Bion, 1962), and insecure attachment may be 
seen as the child’s identification with the caregiver’s defensive behavior (Fonagy and Target, 
1997).   
Mentalization, insecure attachment and attachment trauma. Because they are unable 
to conceive of the mental states that could explain the actions of the abuser, abused and 
traumatized individuals “voluntarily and defensively sacrifice their thinking about internal 
states” (Fonagy et al., 2002, p.35). Consistent with this premise, trauma has been shown to 
deplete mentalizing capacity as measured in the Adult Attachment Interview (Fonagy et al., 
1996).  
In the case of insecure attachment, reflective function is compromised because proximity 
to the caregiver is maintained. In extreme cases, the internalization of the caregiver’s defenses 
will lead to a failure to adequately represent actual emotional experience; the experience that is 
constructed is that of a false self (Winnicott, 1960).  Children may later attempt to externalize 
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this false part of their self-representation through coercive behavior, attempting to provoke 
behavior in another which expresses the “alien” part of their self-representation (Fonagy and 
Target, 1995).   
The secure child is able to safely make attributions of mental states to account for the 
behavior of the caregiver, the avoidant child shuns the mental state of the other, and the resistant 
child focuses on his own state of distress to the exclusion of close intersubjective changes.  
Disorganized children are hypervigilant of the caregiver’s behavior and may be acutely 
sensitized to attentional states and thus may be more ready to construct a mentalized account of 
the caregiver’s behavior (Fonagy and Target, 1997). While disorganized infants, it is proposed, 
may develop the skill to mentalize under certain circumstances, they are poor readers of their 
own mental states and fail to integrate mentalization with their self-organization. Such a failure 
of integration may mean that aspects of the self may become part of a psychic equivalence 
manner of experiencing reality (Fonagy and Target, 1997). Fonagy and Target describe this 
process as follows: 
The rigid, controlling behavior of the preschool child with a history of disorganized  
attachment is thus seen as arising out of a partial failure on the part of the child to  
move beyond the mode of psychic equivalence in relation to specific ideas or  
feelings, so that he experiences them with the intensity that might be expected had  
they been current, external events. (p.692) 
Attachment trauma, in particular, has a detrimental impact on the capacity for emotion 
regulation and mentalizing.  There is a “dual liability” (Fonagy and Target, 1997) stemming from 
traumatic childhood attachments where these relationships not only evoke extreme stress, but 
also impair the development of capacities to regulate emotional distress, in part through 
  
24 
compromising the development of the mentalizing capacity. Fonagy et al. see the reemergence of 
developmentally more primitive modes of thought as the end result of a cycle in which 
symptoms of traumatized patients are “the consequence of trauma-triggered hyperactivation of 
the attachment system coupled with failure of mentalizing in the context of preexisting 
developmental vulnerabilities.”  
Fonagy and Target (2006) have proposed that securely attached children do not need to 
activate their attachment system as often and have greater opportunity to ‘practice’ mentalization 
in the context of the child-caregiver relationship. Conversely, when insecure attachment 
strategies are most adaptive, children likely need to monitor the unpredictable caregivers’ mental 
states carefully. In this case, children are deprived of some of the developmental learning 
opportunities of understanding minds in abstract ways and are forced to find alternative social 
contexts to acquire social cognitive capacities. Mentalization theory posits that one of the most 
profound effects of early trauma is that it can lead to an unconsciously motivated failure of 
mentalization. This is defensive as the child “seeks to protect himself from the frankly 
malevolent and dangerous states of mind of the abuser by decoupling his capacity to conceive of 
mental states, at least in attachment contexts” (Fonagy and Target, 2006, p. 563; see also Fonagy, 
1991). Such adversity in childhood and adolescence causes a breakdown of attachment related 
mentalization, which in turn, impairs adult social functioning.   
Research has shown that maltreated children have deficits in mentalization (Beeghly & 
Cicchetti, 1994) and adults with Borderline Personality Disorder are poor at mentalization 
following experiences of maltreatment (Fonagy et al., 1996). Fonagy and Target propose that 
early maltreatment may leave children at risk to further interpersonal trauma because of 
inadequate capacities to identify and avoid risks.  In addition, there is a lack of self-agency as a 
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product of the child’s immature physical and cognitive capacities. It is believed that “interaction 
which links perceptions, thoughts, and emotions as causes and consequences of action, and the 
contemplating of mental states without fear, contribute significantly to self-agency” (Fonagy & 
Target, 1997, p.692). Those who have experienced neglect or abusive parenting will experienced 
a diminished sense of self-agency, limited to the bodily or physical domain. There may be a 
withdrawal from the mental world; physical experiences may become more important and they 
may ultimately be driven physically closer to the potential abuser.   
Within a framework of “dynamic skills theory” (Fischer, Kenny, & Pipp, 1990), 
reflective function is seen as a property of the person and the situation together. Mentalization 
theory proposes that because a person may not coordinate or integrate skills or experiences that 
are naturally separate, reflective capacity in one domain of interpersonal interaction should not 
be expected to generalize to others. Reflective function is a particular skill tied to a specific 
category of relationship. An unevenness or splitting of reflective ability is a “developmental 
achievement” where certain internal working models include reflective components while others 
include only minimal mentalizing skills. The coordination of these distinct levels of functioning 
is seen as a sophisticated skill that was developed in order to adapt to a specific environment.   
 
The Present Study 
The present study will examine the relationship between history of childhood trauma, RF 
and presence of panic disorder symptoms of depersonalization and/ or derealization. It is likely 
that in this sample of patients with primary DSM-IV panic disorder, there will be significant 
numbers who also have histories of childhood trauma. Research examining the relationship 
between reflective functioning and psychiatric disorders is limited. In a pilot study examining 
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reflective functioning in panic disorder patients, Rudden, Milrod, Target, Ackerman, & Graf 
(2006) found that patients with panic disorder do not as a group demonstrate impaired RF, but 
that their abilities to reflect about mental states connected to their symptoms is impaired relative 
to their general reflective capacities. This finding is not surprising, particularly as Fonagy and 
colleagues have demonstrated that RF may be impaired in certain areas, but function adequately 
in others. Thus it is also possible that general RF in a panic disorder population will be impaired 
for those with a history of childhood interpersonal trauma, while those without a history of 
interpersonal trauma may not be impaired in this area. This study will look specifically at general 
RF (as opposed to panic specific RF) because this measures RF with respect to a significant 
caregiver. It is hypothesized that if one has had childhood experiences of trauma, that those 
experiences will have an adverse effect on RF specific to representational models of attachment 
figures. For these individuals, it is likely that the panic symptoms of depersonalization and 
derealization will be more severe as the individual has learned to live in a more physical domain, 
withdrawn from the mental world. Thus we expect that both impairments in RF and symptoms of 
depersonalization/ derealization will be more pronounced in this sample as they are both serving 
to defend against feelings associated with childhood trauma.  
 
Hypotheses 
1. There will be a negative relationship between the level of reported childhood trauma and 
the level of clinician-rated reflective functioning.  More specifically, patients who report 
a greater number of experiences of childhood trauma as measured by the Klein Trauma 
Scale will exhibit greater impairment in their capacity for reflective functioning as 
reflected by lower scores on the General RF interview. 
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2. There will be a positive relationship between the level of reported experiences of 
childhood trauma and the level of reported depersonalization. More specifically, higher 
scores on childhood trauma as measured by the Klein Trauma Scale will be associated 
with higher scores on depersonalization as measured by higher scores on the subject-rated 
single symptom item of “depersonalization/derealization” of the Panic Disorder portion 
of the ADIS-IV, defined as “feelings of unreality or being detached from oneself.”  
 
2a. The positive relationship between the level of reported childhood trauma and the  
       level of depersonalization outlined in Hypothesis 2 will be even stronger, i.e. more  
 marked, for patients with lower reflective functioning. 
 
3. There will be a negative or inverse relationship between the level of reflective 
functioning and the level of participant-reported depersonalization. More specifically, 
lower scores on general RF will be associated with higher scores on depersonalization/ 
derealization (as measured by the higher scores on the subject-rated single symptom item 
of “depersonalization/ derealization” on the ADIS-IV, defined as “feelings of unreality or 
being detached from oneself”). 
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Method  
 This study will examine data collected as part of a larger, National Institute of Mental 
Health (NIMH) funded parent study, “Dynamic therapy vs. CBT for Panic Disorder,” (Grant # 
NIMH R01 MH070918-01A2 and NIMH R01 MH070664) conducted by principal investigators 
Barbara Milrod, MD at the Weill Cornell Medical College of Cornell University and Jacques 
Barber, PhD  and Dianne Chambless, PhD at the University of Pennsylvania School of Medicine.  
All data were collected between 2006 and 2011. The study was approved by the IRBs of Weill 
Medical College and University of Pennsylvania School of Medicine.   
 
Sample 
  Inclusion criteria. Participants were included in the study if they were ages 18-70 and 
diagnosed with primary DSM-IV panic disorder with or without agoraphobia on the Anxiety 
Disorders Interview Schedule for DSM-IV Lifetime Version (ADIS-IV) (Dinardo, Brown, & 
Barlow, 1995). Participants were assigned diagnostic severity ratings with a range of 0-8.  In 
order to meet inclusion criteria for the study, participants had to receive a panic disorder severity 
rating on the ADIS of equal to or greater than 4. 
  Exclusion criteria. Participants were excluded if they met criteria for or had a lifetime 
history of psychosis or bipolar disorder. Participants with active substance abuse (6 months 
remission necessary) as well as those who were acutely suicidal were also excluded from study 
entry. All included participants were fluent in English.    
Participants 
  All participants signed written, informed consent. A total of 537 participants were invited 
for intake. Of those, 336 were excluded (235 lacked inclusion criteria and 101 declined to 
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participate). 201 participants were randomized (98 at Cornell, 102 at Penn). One patient was 
excluded after randomization at the Cornell site and withdrawn with DSMB consent for 
revealing ongoing psychosis, which had been hidden during the diagnostic interview. 
  Each of the 200 participants entered into the study received 19-24 sessions/12-14 weeks 
of psychotherapy. Patients were randomized in a 2:1:1 ratio as follows:  81 each were 
randomized to Panic-Focused Psychodynamic Psychotherapy (PFPP) and Cognitive Behavioral 
Therapy (CBT); 39 were randomized to Applied Relaxation Training (ART). Of those 
randomized, 62 (78%) completed treatment in PFPP, 61 (75%) completed treatment in CBT, and 
23 (59%) completed treatment in ART.   
  Participants had a mean age of 38.8 years (S.D. 13.8). Sixty-eight percent were female.  
Racial/ Ethnic characteristics are as follows: 74% of the participants were White/ Caucasian, 
19.5% were Black/ African-American, 4% Asian, and .5% Native American/ Indian. 14% were 
Hispanic. 72% were employed out of the home. For level of education, 2.5% completed some 
high school, 8.5% were high school graduates, 18.6% completed some college, 8% completed 
two-year college, 28.6% completed four-year college, 6.5% completed some graduate school, 
18.6% completed a master’s degree, 8.5% completed a professional degree. Comorbidity 
characteristics are as follows: Agoraphobia, 79%; any anxiety disorder, 67.5%; any depressive 
disorder, 25.5%; any Axis I disorder, 72.5%; two or more Axis I comorbidities, 42%; Axis II, 
48%. 
  Site effects were notable for the following: Age (p=.004); Race (p=.036); Ethnicity 
(p=.0007); Education (p=.028). 
 
 
  
30 
Table 1 
Baseline Sample Characteristics 
 Site 1  
CORNELL  
(N=98) 
Site 2  
PENN   
(N=102) 
Site 
Effect (p) 
Total 
(N=200) 
Gender  
     Female, N (%) 
 
 
70 (71) 
 
66 (65) 
0.31  
136 (68) 
Age, Mn (SD) 
 
41.5 (13.5) 36.1 (12.5) 0.004* 38.8 (13.2) 
Race, N (%)   0.036*  
     Asian 5 (5.1) 3 (3.1)  8 (4.0) 
     Black / African American 26 (27.8) 13 (12.8)  39 (19.5) 
     Native American/ Indian 1 (1.0) 0 (0)  1 (0.5) 
     White / Caucasian 66 (67.4) 82 (80.4)  148 (74.0) 
     Other 
 
0 (0) 4 (3.9)  4 (2.0) 
Ethnicity, N (%) 
     Hispanic 
 
 
22 (22.5) 
 
6 (5.9) 
0.0007*  
28 (14.0) 
Employment  
   Out of the Home, N (%) 
 
80 (81.6) 72 (70.6) 0.068 152 (72.0) 
Educationa, N (%)   0.028*  
     Some High School 1 (1.0) 4 (3.9)  5 (2.5) 
     High School 
 
3 (3.1) 14 (13.7)  17 (8.5) 
     Some College 
 
15 (15.5) 22 (21.6)  37 (18.6) 
     Two-Year College 8 (8.3) 8 (7.8)  16 (8.0) 
     Four-Year College 30 (30.9) 27 (26.5)  57 (28.6) 
     Some Graduate School 8 (8.3) 5 (4.9)  13 (6.5) 
     Master’s Degree 21 (21.6) 16 (15.7)  37 (18.6) 
     Professional Degree 
 
11 (11.3) 6 (5.9)  17 (8.5) 
PD severity (ADIS), Mn (SD) 
 
5.78 (0.70) 5.50 (0.84) 0.011* 5.64 (0.79) 
Comorbidity, N (%)     
     Agoraphobia 79 (80.6) 79 (77.5) 0.58 158 (79.0) 
     Any Anxiety Disorderc 67 (68.4) 68 (66.7) 0.80 135 (67.5) 
     Any Depressive Disorderd 30 (30.6) 21 (20.6) 0.10 51 (25.5) 
     Any Axis I Disorderb 73 (74.5) 72 (70.6) 0.54 145 (72.5) 
     2 or more Axis 1 Comorbidities 46 (46.9) 38 (37.3) 0.17 84 (42.0) 
Axis II  49 (50.0) 47 (46.1) 0.57 96 (48.0) 
a One participant at the Cornell site did not report education level. 
b. Any Axis 1 consists of diagnosis of major depressive disorder, social phobia, generalized anxiety disorder, 
obsessive compulsive disorder, specific phobia, PTSD, dysthymia, sleep paralysis. 
c  Any Anxiety consists of generalized anxiety disorder, social phobia, obsessive compulsive disorder, specific 
phobia. 
d Any Depressive Diagnosis consists of major depressive disorder and dysthymia. 
e Axis II consists of paranoid, schizoid, schizotypal, obsessive-compulsive, histrionic, dependent, antisocial, 
narcissistic, avoidant, and borderline personality disorders.  
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Setting 
 
All research assessments were carried out at one of two locations: 
1.  Weill Cornell Medical College, New York, NY. 
2. University of Pennsylvania School of Medicine, Philadelphia, PA. 
 
Procedures 
  Assessments. Participants were recruited through IRB approved advertisements and 
fliers, physician referrals, and word of mouth. Interested participants completed a preliminary 
phone screening which assessed current symptoms and functioning. Those who were deemed 
potentially appropriate were asked to complete a more lengthy evaluation.   
  Blinded Independent Evaluators (IEs) completed all study assessments, which included 
semi-structured interviews and questionnaires evaluating a range of symptoms and psychosocial 
functioning. All evaluations and assessments were conducted by PhD, master’s, and BA level 
diagnosticians with at least 35 hours of training on the ADIS-IV-L and at least 12 hours of 
training on symptom measures. Diagnosticians received training on the RF and PSRF by Dr. 
Rudden, and administration of the RF and PSRF interview was monitored by ongoing 
supervision. 
  Measures. Only those measures relevant to the present evaluation are described below: 
1. Childhood Trauma Scale:  
  The Childhood Trauma and Abuse-Neglect Scale (Nemeroff et al., 2003) is a structured 
interview that assesses the presence of early life adverse events prior to age 15 and will be used 
as the operational measure of childhood trauma. It was adapted from the Early Home 
Environment Interview (EHEI) (Lizardi et al., 1995) and quantifies childhood experiences in the 
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areas of loss, abuse, and neglect. The scale consists of seven items. Loss is operationalized by 
three dichotomous (yes/no) indicators identifying whether the participant has, or has not, 
experienced each of three different types of loss (parental death, divorce, or separation from 
either parent for more than six months). Abuse and neglect are operationalized by four 
indicators, two of which are trichotomous (no history, a questionable history or definite history 
of physical abuse and neglect) and two of which (sexual abuse perpetrated by a family member 
and sexual abuse perpetrated by someone outside the family) are dichotomous (yes/no).  
Childhood trauma will be operationalized by adding the scores on each of the five dichotomous 
indicators, coded as 0 ( i.e., “no”) or 1 (i.e., “yes”), and each of the two trichotomous indicators 
coded as 0, ( i.e., “no history”), 0.5 (i.e., a “questionable” history), or 1 (i.e., a definite history), 
to generate a “count” variable which can range from 0 to 7.   
2. The Reflective Functioning Interview: 
  The Reflective Functioning interview developed by Fonagy and colleagues (1998) is a 
semi-structured interview that was adapted from the Adult Attachment Interview (AAI) (Main & 
Goldwyn, 1995). The AAI is designed to elicit the individual’s account of his or her childhood 
experiences, with particular attention to attachment and separation, and asks that the individual 
evaluate the effects of those experiences on present functioning. It asks questions about the 
quality of relationships with caregivers and memories that might help explain the descriptions 
given. It also asks that individuals describe how relationships changed over time. Fonagy et al. 
emphasize “demand” questions from the AAI when scoring RF; these questions are thought to 
“demand” reflection. Given the patient burden of numerous assessments required in psychiatric 
outcome research, the “demand” questions were used to create an abbreviated, semi-structured 
interview that focuses on one parent rather than both parents (Fonagy et al., 1998). In this study, 
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responses were audiotaped and transcribed, then rated by blinded RF raters. Rudden was trained 
in RF scoring on the AAI by Mary Target, one of the authors of the RF scale. She achieved 
moderate reliability (ICC=0.68, Spearman) with the London group. Rudden subsequently trained 
two raters on scoring the abbreviated RF interview, and the three coders achieved interrater 
reliability with average ICCs ranging from .78 to .95.   
  The general RF interview asks the subject to reflect on a relationship with a primary 
caregiver and is used to assess the patient’s ability to reflect on mental states in themselves and 
in others. It is comprised of ten questions, each of which is rated from -1 to 9. Higher scores are 
indicative of a greater capacity for reflective functioning. The rater assigns an overall RF score 
for each subject. The global RF score will be used in this analysis, as it is the only one which has 
validity. Specifically, a score of -1 represents a total rejection of reflection with unintegrated, 
bizarre, or inappropriate interpretations of events and mental states. Scores falling in the range of 
1 to 3 reflect a lack of reflection or a limited capacity to make meaning of mental states and 
underlying motivations. A score of 5 indicates “normal” or average reflective functioning in 
which the subject has a consistent model for thoughts and feelings of themself and others. Scores 
ranging from 6-8 suggest a stable and sophisticated psychological model of the mind of oneself 
and others, representing an above-average or “marked” capacity to react to mental states. A score 
of 9, or “exceptional RF” is assigned to sophisticated or complex elaborations of mental states, 
showing a consistent, reflective stance across all contexts.   
3. Anxiety Disorders Interview Schedule for DSM-IV  
  The Anxiety Disorders Interview Schedule for DSM-IV Lifetime Version (ADIS-IV) 
(Dinardo, Brown, & Barlow, 1995) is a semi-structured diagnostic interview that focuses in great 
detail on diagnosis among the anxiety disorders. It assesses current mood, somatoform and 
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substance abuse and dependence disorders and screens for psychotic and conversion symptoms. 
The first part of the interview focuses on current symptoms of panic disorder during which the 
subject is asked to rate the severity on a nine point scale of each of 14 symptoms that are typical 
of the most recent period of attacks. This study will focus on the subject’s rating of 
depersonalization/ derealization, described as “feelings of unreality or being detached from 
oneself.” Thus it is a self-reported single item indicator ranging from 0 to 8 in which higher 
scores are indicative of greater severity of this symptom during the most recent episode of panic 
attacks.    
 
Data Analysis Plan 
Hypothesis 1. The relationship between the two variables in this hypothesis will be tested 
using Pearson’s correlation coefficient. 
Hypotheses 2, 2A and 3. In order to statistically evaluate these three hypotheses, 
hierarchical, multiple regression analyses will be conducted. In the first stage of the model-
building process, the “main effects”, i.e., childhood trauma and reflective functioning, will be 
entered into the model. The significance tests, signs, (i.e., the directions of the associations 
between these two predictors and depersonalization), and the magnitudes of these predictors will 
be examined in order to determine whether (1) the relationship of childhood trauma to 
depersonalization is positive and statistically significant as well as whether (2) the relationship of 
reflective functioning to depersonalization is negative and statistically significant. 
In the second stage of the model building process, a crossproduct term “carrying” the 
hypothesized interaction effect between childhood trauma and reflective functioning will be 
added to the regression model. Again, the statistical significance of this interaction effect and its 
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magnitude will be examined. Specifically, the magnitude of the incremental variance contributed 
by the crossproduct term to the “explanation” of depersonalization will be used to calibrate the 
“strength” (effect size) of the interaction effect. If this interaction is found to be statistically 
significant, it will be graphically depicted in order to determine whether it conforms to the 
pattern outlined in Hypothesis 2A. (for purposes of plotting a statistically significant interaction, 
“low” and “high” levels of reflective functioning will correspond, respectively, to 1 standard 
deviation below, and 1 standard deviation above, the mean of reflective functioning).   
 
In statistical terms, the multiple regression model can be expressed as follows: 
Depersonalization = a + b1*Childhood Trauma + b2*Reflective Functioning + b3*(Childhood 
Trauma*Reflective Functioning).  
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Results 
 
Sample Characteristics 
 After accounting for missing data, the total number of participants used to compare 
patients endorsing a history of childhood trauma to those who did not endorse a history of 
childhood trauma was 198. Of those 198, 125 (63%) endorsed having a history of childhood 
trauma. For Site 1, 61 of 98 participants (62.2%) endorsed childhood loss, abuse, or neglect. For 
Site 2, 64 of 100 (64%) participants endorsed childhood trauma. Clinical characteristics of the 
two samples by category of trauma are shown in Table 2. Table 3 illustrates the groups who 
endorsed a history of trauma by gender.  
Table 2 
Clinical Characteristics by Trauma 
 
 Site 1 (n=98) 
 
Site 2 (n=100) 
 
 Yes 
n (%) 
No 
n (%) 
Questionable* 
n (%) 
 
Yes 
n (%) 
No 
n (%) 
Questionable* 
n (%) 
Trauma 61 (62.2) 37 (37.8)  64 (64.0) 36 (36.0)  
Loss 43 (43.9) 55 (56.1)  47 (47.0) 53 (53.0)  
     Death of a       
         Caregiver 
7 (7.1) 91 (92.9)  8 (8.0) 92 (92.0)  
     Parents’ Divorce    
         or separation 
 25 (25.5) 73 (74.5)  40 (40.0) 60 (60.0)  
     Other Separation 
         of more than six   
         months 
20 (20.6) 77 (79.4)  15 (15.2) 84 (84.8)  
Abuse 27 (27.6) 71 (72.4)  23 (23.0) 77 (77.0)  
     Physical 20 (20.8) 59 (61.5) 17 (17.7) 9 (9.2) 70 (71.4) 19 (19.4) 
     Sexual 
        Within Family 
        Outside of 
            Family 
10 (10.3) 
7 (7.1) 
5 (5.2) 
87 (89.7) 
91 (92.9) 
92 (94.8) 
 20 (20.0) 
13 (13.1) 
11 (11.2) 
78 (78.0) 
86 (86.9) 
87 (88.8) 
 
Neglect 1 (1.0) 90 (91.8) 7 (7.1) 5 (5.0) 90 (90.0) 5 (5.0) 
* For all analyses, questionable histories of abuse and neglect were assigned a value = .5 (no abuse/ neglect = 0 and abuse = 1) 
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Table 3 
 
Clinical Characteristics of Trauma by Gender 
 
 Site 1, n=98 
Male=28 
Female=70 
 
Site 2, n=100 
Male=34 
Female=66 
 
 Yes 
n (%)* 
Yes 
n (%)*  
Trauma total 
     Male  
     Female 
 
61 (62.2) 
20 (71.4) 
40 (57.1) 
64 (64.0) 
20 (58.8) 
44 (66.7) 
Loss total 
     Male  
     Female 
43 (43.9) 
14 (50.0) 
28 (40.0) 
 
47 (47.0) 
11 (32.4) 
36 (54.5) 
Abuse total 
     Male  
     Female 
 
27 (27.6) 
5 (17.9) 
22 (31.4) 
23 (23.0) 
6 (17.6) 
17 (25.8) 
Neglect total 
     Male  
     Female 
 
1 (1.0) 
0 (0.0) 
1 (1.4) 
 
5 (5.0) 
1 (2.9) 
4 (6.1) 
* % of all male or all female 
 
The trauma groups were defined dichotomously; thus some individuals are counted in 
more than one group. A number of participants endorsing one type of trauma also endorsed other 
types of trauma: For Site 1, of the 43 who endorsed having a history of loss, 16 (37.2%) also 
endorsed a history of abuse. This 16 was 59.3% of the total endorsing a history of abuse. The 1 
subject who endorsed a history of neglect also endorsed a history of loss.  
For site 2, 15 of the 47 endorsing loss (31.9%) also endorsed a history of abuse. This was 
65.2% of the number abused (23). Three of the five people (60.0%) endorsing a history of 
neglect also endorsed abuse. All 5 endorsing neglect also endorsed loss.  
Site Differences 
In addition to significant differences between the two sites on the demographic variables 
of age, race, ethnicity, education, salary, and marital status, there were significant site difference 
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in panic severity on the ADIS-IVL and depersonalization for limited symptom attacks as 
follows: 
Table 4 
 
Site Difference in ADIS-IV Panic Severity 
 
 
 
Table 5 
 
Site Difference in Depersonalization for Limited Symptom Attacks 
 
 Site 1  
n=97 
 
Site 2 
n=100 
 
   
 M SD     M   SD F p 
Depersonalization: 
limited sx attack 
2.13 2.56    1.14   2.31 8.18 .005* 
Note. Sx = symptom 
Due to these differences, all hypotheses were tested separately for site 1 and site 2. 
 
Relationship of Demographic Variables to Dependent and Independent Variables 
There were a number of significant associations found between demographic variables, 
independent variables, and dependent variables. Participant race was significantly associated 
with trauma for both site 1 [F(2,94) = 7.67, p = .001], where black people had significantly 
higher ratings of trauma than white and asian people, and for Site 2 [F(3, 96) = 4.62, p = .005)], 
where black people had significantly higher ratings of trauma than white people. For site 1, 
analyses demonstrated a significant association between race and depersonalization during full-
blown attacks [F(2,93) = 8.68, p = .000], wherein white people had significantly higher ratings 
 Site 1  
n=98 
 
Site 2 
n=102 
 
  
 M  SD M SD Mean  
Difference 
p (2tailed) 
Panic severity 5.78 .70 5.50 .84 -.28 .011* 
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of depersonalization than black people. For site 2, age was significantly associated with 
depersonalization for full blown attacks r(100) = -.23, p = .010 (1-tailed), with younger 
participants being more likely to depersonalize than older participants. Employment was also 
significantly negatively correlated with trauma wherein retired participants (M = 3.00, SD = 
1.58), had significantly more experiences of trauma than participants working full time (M = .87, 
SD = 1.23), however the group of retired participants was quite small (n = 4) compared to those 
working full time (n = 43). Significant relationships between demographic and independent or 
dependent variables are shown in Table 6: 
Table 6  
 
Group Differences on Demographic, Independent, and Dependent Variables 
 
Site 1 
 
Race Mean  
Difference 
p (2-tailed) 
Black White .80 .001* 
 Asian 1.10 .031* 
 
 
 
Race Black  
n=26 
 
White  
n=65 
 
Asian 
n=6 
 
 M  SD M SD M SD 
Trauma 
(Klein) 
1.60 .95 .79 .96 .50 .63 
 
 
 Black  
n=25 
 
White  
n=65 
 
  
 M  SD M SD Mean  
Difference 
p (2-tailed) 
Depersonalization 
(full-blown attacks) 
1.64 3.01 4.70 3.30 -3.06 .000* 
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Site 2 
 Race 
 
  
 Black  
n=12 
 
White  
n=81 
 
  
 M  SD M SD Mean  
Difference 
p (2-
tailed) 
Trauma (Klein) 2.29 1.74 .94 1.08 1.35* .003* 
 
 
 Employment 
 
  
  
Full time  
n=43 
 
 
Retired 
n=4 
 
  
 M  SD M SD Mean  
Difference 
p (2-tailed) 
Trauma (Klein) .87 1.23 3.00 1.58 -2.13 .028* 
 
 
 Age 
n=100 
 
 r p 
Depersonalization  
(full-blown attacks) 
-.23 .01* 
 
Due to the significant associations among these variables, subsequent analyses controlled for 
race and age for depersonalization during full-blown attacks. Participants who were rated as 
having questionable abuse or neglect were assigned a value of .5 on correlational analyses and 
counted as trauma present on all analyses looking at group differences.  
 
Relationship Between Childhood Trauma and ADIS-IV Panic Severity 
For each site, independent samples t-tests were conducted to determine whether there 
were significant differences between the trauma and non-trauma groups in severity level of panic 
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disorder on the ADIS-IV.  It was hypothesized that there would be significant differences 
between the groups, however non-significant differences were found. Table 7 illustrates these 
results. 
Table 7 
 
Group Differences on Panic Severity (ADIS-IV) by Trauma (y/ n) 
 
  
           Trauma 
 
 
         No trauma 
 
 
 
 
  
 n M  SD n M 
 
SD t  
 
df  p (1-
tailed) 
ADIS-IV Panic     
Severity Rating  
     Site 1 
 
 
60 
 
 
5.84 
 
 
0.65 
 
 
37 
 
 
5.64 
 
 
0.74 
 
 
-1.34 
 
 
95 
 
 
.092 
 
    Site 2 
    
 
64 5.55 0.85 36 5.42 0.77 -.76 98 .225 
  
 While only a trend toward significance was seen in the difference between severity of 
panic disorder on the ADIS-IV between the trauma group and no trauma group for Site 1, when 
broken down by type of trauma, those with a history of abuse had significantly higher ratings of 
panic severity on the ADIS-IV than those without a history of abuse. The magnitude of the 
difference in the means was small (d = .09).  
Table 8 
 
Group Differences in Panic Severity Based on Type of Trauma (y/n) 
 
  
Loss  
 
 
No loss 
 
 
 
 
  
 n M  SD n M 
 
SD   t  
 
df  p (1-tailed) 
ADIS-IV Panic  
Severity Rating  
     Site 1 
 
 
42 
 
 
5.81 
 
 
.68 
 
 
55 
 
 
5.74 
 
 
.71 
 
 
-.51 
 
 
95 
 
 
.305 
     Site 2 47 5.57 .83 53 5.43 .82 -.85 98 .199 
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Abuse 
 
              
                     No abuse 
 
 
 
  
 n M  SD n M 
 
SD t  
 
df  p (1-tailed) 
ADIS-IV Panic  
Severity Rating 
     Site 1 
 
 
27 
 
 
6.04 
 
 
.57 
 
 
70 
 
 
5.66 
 
 
.71 
 
 
-2.44 
 
 
95 
 
 
.009* 
      
     Site 2   
 
23 
 
5.52 
 
.85 
 
77 
 
5.49 
 
.82 
 
-.14 
 
98 
 
.443 
 
 
 
Relationship Between Childhood Trauma and Reflective Functioning, Hypothesis 1 
 Scores of Reflective Functioning ranged from 2.0 to 7.5 (M = 4.30, SD = 1.38) at Site 1 
and 1.5 to 7.0 (M = 4.10, SD = 1.23) at Site 2. 
For each site, independent samples t-tests were conducted to determine whether there 
were significant differences between the trauma and non-trauma groups in general RF. It was 
hypothesized that patients with a greater number of experiences of childhood trauma would 
exhibit greater impairment in their capacity for reflective functioning. While there was no 
significant difference between the broad category of general trauma and non-trauma groups on 
RF for Site 1, there was a significant difference in RF between the two groups for Site 2. 
Table 9 
 
Group Differences in Reflective Functioning by Trauma (y/n) 
 
            Trauma 
 
        No trauma 
 
 
   
 n M  SD n M 
 
SD    t  
 
df  p (1-tailed) 
Reflective Functioning 
      Site 1 
 
     Site 2 
 
58 
 
51 
 
4.29 
 
3.93 
 
1.43 
 
1.25 
 
37 
 
33 
 
4.30 
 
4.39 
 
1.32 
 
1.18 
    
  .04 
 
  1.70 
 
93 
 
82 
 
.483 
 
.047* 
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When examined by categories of trauma, T-tests found no significant differences in RF 
across categories of loss and abuse for both sites. Table 10 offers a summary of RF scores across 
these categories. 
Table 10 
 
Group Differences in Reflective Functioning Based on Type of Trauma 
 
 Loss  
 
No loss 
 
 
 
 
  
 n M  SD      n M 
 
SD    t  
 
df  p (1-
tailed) 
Reflective Functioning 
     Site 1 
      
     Site 2 
 
41 
 
36 
 
4.43 
 
3.96 
 
1.50 
 
1.28 
 
     54 
 
    48 
 
4.19 
 
4.23 
 
1.29 
 
1.20 
 
   -.84 
 
   .99 
 
93 
 
82 
 
.201 
 
.162 
  
Abuse 
 
 
 
No abuse 
 
 
 
  
 n M  SD     n M 
 
SD    t  
 
df  p (1-
tailed) 
Reflective Functioning 
     Site 1 
      
     Site 2 
 
27 
 
19 
 
4.59 
 
4.05 
 
1.43 
 
1.23 
 
    68 
 
    65 
 
4.17 
 
4.13 
 
1.35 
 
1.24 
 
   -1.35 
 
   .24 
 
  93 
 
  82 
 
.090 
 
.405 
 
It was also hypothesized that patients with a greater number of types of childhood trauma 
would exhibit greater impairment in their capacity for reflective functioning. A Pearson 
correlation was used to examine the strength of the relationship between general trauma and RF; 
for Site 1, the relationship was not significant r(95) = .07, p = .251 (1-tailed). Nor was it 
significant for Site 2: r(84) = -.12, p = .145 (1-tailed). 
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Relationship Between Childhood Trauma and Depersonalization/ Derealization, 
Hypothesis 2 
It was hypothesized that there would be significant differences between trauma and non-
trauma groups in severity of depersonalization/ derealization. No significant differences were 
found for either Site 1 or Site 2. 
Table 11 
 
Group Differences on Depersonalization/ Derealization by Trauma (y/n) 
 
 Trauma 
 
No Trauma 
 
 
 
  
 n M  SD      n   M 
 
 SD   t  
 
df  p (1-
tailed) 
Depersonalization/ 
Derealization  
     full-blown attack 
          Site 1 
          Site 2 
 
 
 
60 
63 
 
 
 
3.72 
3.96 
 
 
 
3.52 
3.02 
 
      
 
     36 
     35 
 
   
 
  4.04 
  4.04 
 
  
 
 3.39 
 2.92 
 
   
 
  .44 
  .13 
 
 
 
94 
96 
 
 
 
.329 
.448 
     limited sx attack 
          Site 1 
          Site 2 
 
60 
63 
 
2.20 
1.10 
 
2.59 
2.56 
 
     36 
     35 
 
  2.07 
  1.14 
 
 2.56 
 2.28 
 
  -.24 
  .08 
 
94 
96 
 
.406 
.468 
Note. Sx = symptom 
Independent samples t-tests showed no significant differences between trauma and no 
trauma groups for either full-blown or limited symptom attacks when examined by type of 
trauma. Table 12 illustrates these results: 
Table 12 
 
Group Differences on Depersonalization/ Derealization by Type of Trauma 
 
 Loss 
 
No loss 
 
  
 
  
 
 
n M SD n M 
 
SD t  
 
df  p (1-
tailed) 
Depersonalization/ 
Derealization  
    full-blown attack 
          Site 1 
          Site 2 
 
 
 
42 
46 
 
 
 
3.70 
4.36 
 
 
 
3.60 
2.99 
 
 
 
54 
52 
 
 
 
3.94 
3.66 
 
 
 
3.37 
2.95 
 
 
 
.34 
-1.16 
 
 
 
94 
96 
 
 
 
.368 
.125 
     limited sx attack 
          Site 1 
          Site 2 
 
42 
46 
 
2.31 
1.08 
 
2.69 
2.38 
 
54 
52 
 
2.03 
1.15 
 
2.48 
2.29 
 
-.53 
.17 
 
94 
96 
 
.298 
.435 
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Abuse 
 
 
No abuse 
 
 
 
  
 
 
n M  SD n M 
 
SD t  
 
df  p (1-
tailed) 
Depersonalization/ 
Derealization 
     full-blown attack 
          Site 1 
          Site 2 
 
 
 
26 
22 
 
 
 
3.90 
3.80 
 
 
 
3.57 
3.09 
 
 
 
70 
76 
 
 
 
3.81 
4.05 
 
 
 
3.44 
2.95 
 
 
 
-.11 
.35 
 
 
 
94 
96 
 
 
 
.456 
.365 
     limited sx attack 
          Site 1 
          Site 2 
 
26 
22 
 
2.14 
1.21 
 
2.66 
2.41 
 
70 
76 
 
2.16 
1.09 
 
2.55 
2.30 
 
.04 
-.20 
 
94 
96 
 
.485 
.421 
Note. Sx = symptom 
 
It was hypothesized that patients with higher levels of reported experiences of childhood 
trauma would also have higher levels of reported depersonalization. Hierarchical multiple linear 
regressions were conducted to examine the impact of trauma on scores of depersonalization/ 
derealization, controlling for race and age. No significant relationships were found when 
examining trauma’s impact on depersonalization/ derealization. It is notable that race and age 
accounted for a significant percentage of the variability in scores of depersonalization in full 
blown attacks for both site 1 (19.4%) and site 2 (7.1%). Results are as follows: 
Table 13 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Full-Blown Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
   B SEB  t p Semi- 
partial r 
Constant 3.298 1.193  2.764 .007     6.232 1.197  5.206 .000  
White  3.283 .721 .447 4.552 .000* .427    -.213 .781 -.028 -.273 .786 -.027 
Age -.047 .025 -.180 -1.904 .060 -.179    -.069 .024 -.290 -2.888 .005* -.284 
Trauma .259 .336 .075 .771 .443 .072    .365 .247 .152 1.477 .143 .145 
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Table 14 
 
Model Summary statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Full-Blown Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p R R2Change FChange df p 
White 
&Age  
.440 .194 11.07 2, 92 .000* .267 .071 3.638 2, 95 .030* 
Trauma  .005 .594 1, 91 .443  .021 2.181 1, 94 .143 
 
Trauma also made non-significant contributions to the variability in depersonalization/ 
derealization for limited symptom attacks, as shown in table 15.  
Table 15 
 
Hierarchical Regression Analysis Predicting Scores of Depersonalization/ Derealization for 
Limited Symptom Attacks 
 
 Site 1a 
 
Site 2b 
 
Variable B SEB  t p Semi- 
partial r 
B SEB  t p Semi- 
partial r 
Constant 2.142 .372  5.761 .000  1.145 .316  3.622 .000  
Trauma .010 .265 .004 .036 .971 .004 -.025 .191 -.013 -.130 .897 -.013 
aR = .004, F(1, 94) =.001, p=.971) bR =.013, F (1, 96) =.017, p=.897 
 
 Hierarchical Regressions were conducted to examine the relationship between 
depersonalization/ derealization and specific types of trauma. For both sites 1 and 2, non-
significant portions of the variance in scores of depersonalization/ derealization were predicted 
by history of loss and history of abuse. This was the case for scores of depersonalization/ 
derealization during full-blown and limited symptom attacks. Tables 16-21 illustrate these 
results. 
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Table 16 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Full-Blown Attacks by Loss 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
B SEB  t p Semi- 
partial r 
Constant 3.446 1.184  2.910 .005  6.218 1.240  5.014 .000  
White  3.198 .712 .436 4.495 .000* .423 -.331 .777 -.043 -.427 .671 -.042 
Age -.046 .025 -.177 -1.866 .065 -.175 -.063 .024 -.265 -2.654 .009* -.262 
Loss .296 .668 .043 .443 .659 .042 .644 .596 .109 1.081 .282 .107 
  
Table 17 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Full-Blown Attacks by Loss 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p         R R2Change FChange df p 
White 
& Age  
.440 .194 11.069 2, 92 .000*        .267 .071 3.638 2, 95 .030* 
Loss  .002 .197 1, 91 .659  .011 1.169 1, 94 .282 
 
Table 18 
 
Hierarchical Regression Analysis Predicting Scores of Depersonalization/ Derealization for 
Limited Symptom Attacks by Loss 
 
 Site 1a 
 
Site 2b 
 
Variable B 
 
SEB  t p Semi- 
partial r 
     B SEB  t p Semi- 
partial r 
Constant 2.028 .350  5.787 .000       1.154 .323  3.572 .001  
Loss .282 .530 .055 .532 .596 .055      -.078 .471 -.017 -.165 .869 -.017 
aR =.004, F(1, 94) =.001, p=.971 bR =.017, F (1, 96) =.027, p=.869 
 
Table 19 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Full-Blown Attacks by Abuse 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
     B SEB  t p Semi- 
partial r 
Constant 3.373 1.139  2.962 .004      6.674 1.172  5.695 .000  
White  3.275 .704 .446 4.652 .000* .435     -.476 .770 -.062 -.618 .538 .061 
Age -.407 .024 -.184 -1.942 .055 -.182     -.065 .024 -.273 -2.653 .009* -.264 
Abuse .810 .735 .105 1.101 .274 .103     .152 .727 .021 .209 .835 .021 
  
48 
Table 20 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Full-Blown Attacks by Abuse 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p        R R2Change FChange df p 
White 
&Age  
.440 .194 11.069 2, 92 .000*        .267 .071 3.683 2, 95 .030* 
Abuse  .011 1.213 1, 91 .274  .000 .044 1, 94 .835 
 
Table 21 
 
Hierarchical Regression Analysis Predicting Scores of Depersonalization/ Derealization for 
Limited Symptom Attacks by Abuse 
 
 Site 1a 
 
Site 2b 
 
Variable B 
 
SEB  t p Semi- 
partial r 
     B SEB  t p Semi- 
partial r 
Constant 2.157 .308  6.999 .000       1.092 .267  4.088 .000  
Abuse -.023 .592 -.004 -.038 .970 -.004      .112 .564 .020 .199 .842 .020 
aR = .004, F(1, 94) =.001, p=.970) bR =.020, F (1, 96) =.040, p=.842 
 
 
In sum, the relationship between trauma and depersonalization/ derealization was not 
significant. Race and age accounted for a significant percentage of the variability in scores of 
depersonalization in full blown attacks for both site 1 and site 2. 
 
Reflective Functioning as Moderator: Relationship Between Trauma, Depersonalization/ 
Derealization and Reflective Functioning, Hypothesis 2a 
Hierarchical multiple linear regressions were conducted to examine the differential 
impact of RF on the strength of the relationship between trauma and depersonalization/ 
derealization, controlling for race and age.  It was hypothesized that RF would moderate the 
strength of the relationship between trauma and depersonalization/ derealization such that the 
positive relationship between trauma and depersonalization/ derealization would be stronger for 
those with lower RF. No significant relationships were found when examining RF’s impact on 
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the strength of the relationship between trauma and depersonalization/ derealization for full-
blown attacks. Race and age explained a highly significant 20.1% of the variability in 
depersonalization/ derealization for full-blown attacks for site 1 and 10.8% of the variability for 
site 2. A significant moderator effect was found when examining abuse and depersonalization/ 
derealization during limited symptom attacks, however this was the case only for site 2. These 
results are shown in tables 22-33 below.  
Table 22 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Trauma and Full Blown Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
      B SEB  t p Semi- 
partial r 
Constant 2.689 1.499  1.793 .076       5.335 1.649  3.234 .002  
White  3.314 .736 .454 4.503 .000* .428      -.621 .886 -.079 -.701 .486 -.073 
Age -.044 .025 -.174 -1.799 .075 -.171      -.086 .025 -.373 -3.440 .001* -.359 
RF .125 .243 .050 .516 .607 .049*      .457 .257 .188 1.778 .079 .186 
Trauma .267 .339 .078 .787 .434 .075      .503 .287 .195 1.753 .084 .183 
Trauma x 
RF 
-.209 .241 -.083 .867 .388 -.082      .023 .259 .010 .091 .928 .009 
  
Table 23 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Trauma and Full-Blown Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p         R R2Change FChange df p 
White & 
Age  
.448 .201 11.307 2, 90 .000*        .329 .108 4.780 2, 79 .011* 
RF & 
Trauma  
 .008 .443 2, 88 .644  .064 2.992 2, 77 .056 
Trauma  
x RF 
 .007 .752 1, 87 .388  .000 .008 1, 76 .928 
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Table 24 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Trauma and Limited Symptom Attacks 
   
 Site 1 
 
Site 2 
 
Variable B 
 
SEB   t  p  Semi- 
 partial r 
        B SEB  t p Semi- 
partial r 
Constant 1.380 .904  1.527 .130         .644 .929  .693 .490  
RF .181 .197 .097 .917 .361 .097        .116 .209 .063 .554 .581 .062 
Trauma -.007 .268 -.003 -.025 .980 -.003        .053 .220 .027 .238 .812 .027 
Trauma x 
RF 
-.111 .197 -.060 -.564 .574 -.059        .202 .210 .109 .966 .337 .109 
  
Table 25 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Trauma and Limited Symptom Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p    R R2Change FChange df p 
RF 
&Trauma  
.092 .008 .380 2, 90 .685    .060 .004 .142 2, 79 .868 
Trauma x 
RF 
 .004 .319 1, 89 .574  .012 .933 1, 78 .337 
 
Table 26 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Loss and Full Blown Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
     B SEB  t p Semi- 
partial r 
Constant 2.060 1.810  1.139 .258       .4.046 1.834  2.205 .030  
White  3.238 .725 .444 4.465 .000* .425      -.875 .856 -.111 -1.022 .310 -.105 
Age -.045 .025 -.177 -1.846 .068 -.175      -.083 .024 -.360 -3.386 .001* -.348 
RF .311 .341 .124 .910 .365 .087      .786 .350 .323 2.244 .028* .231 
Loss .437 .681 .063 .641 .523 .061      1.161 .633 .193 1.833 .071 .189 
Loss x 
RF 
-.399 .479 -.112 -.832 .408 -.079      -.664 .511 -.187 -1.299 .198 -.134 
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Table 27 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Loss and Full-Blown Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p     R R2Change FChange df p 
White &   
Age  
.448 .201 11.307 2, 90 .000*     .329 .108 4.780 2, 79 .011* 
RF & 
Loss  
 .006 .358 2, 88 .700  .069 3.242 2, 77 .044* 
Loss  
x RF 
 .006 .693 1, 87 .408  .018 1.688 1, 76 .198 
 
Table 28 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Loss and Limited Symptom Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
  B SEB  t p Semi- 
partial r 
Constant .884 1.213  .729 .468    .729 1.251  .583 .561  
RF .275 .279 .148 .987 .326 .104   .093 .287 .050 .322 .748 .036 
Loss .204 .545 .039 .374 .709 .039   .094 .518 .021 .181 .857 .020 
Loss x RF -.221 .393 -.084 -.561 .576 -.059   .004 .420 .002 .010 .992 .001 
  
Table 29 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Loss and Limited Symptom Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p       R  R2Change FChange df p 
RF &Loss  .100 .010 .455 2, 90 .636       .053   .003 .112 2, 79 .894 
Loss x RF  .003 .315 1, 89 .576    .000 .000 1, 78 .992 
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Table 30 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Abuse and Full-Blown Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
  B SEB  t p Semi- 
partial r 
Constant 3.298 1.648  2.001 .048    5.981 1.709  3.500 .001  
White  3.262 .720 .447 4.530 .000* .431   -.951 .881 -.121 -1.080 .284 -.115 
Age -.049 .025 -.189 -1.957 .054 -.186   -.082 .026 -.355 -3.172 .002* -.337 
RF .038 .290 .015 .130 .897 .012   .426 .295 .175 1.444 .153 .153 
Abuse .720 .753 .094 .956 .342 .091   .441 .807 .062 .547 .586 .058 
Abuse x 
RF 
.185 .529 .040 .350 .728 .033   .027 .629 .005 .042 .996 .004 
  
 
Table 31 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Abuse and Full-Blown Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p       R  R2Change FChange df p 
White & 
Age  
.448 .201 11.307 2, 90 .000*       .329  .108 4.780 2, 79 .011* 
RF & 
Abuse  
 .011 .637 2, 88 .531   .034 1.529 2, 77 .223 
Abuse  
x RF 
 .001 .122 1, 87 .728   .000 .002 1, 76 .966 
 
 
Table 32 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Abuse and Limited Symptom Attacks 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
   B SEB  t p Semi- 
partial r 
Constant 1.414 1.032  1.371 .174     1.628 .975  1.669 .099  
RF .173 .237 .093 .733 .465 .077    -.140 .228 -.076 -.613 .542 -.067 
Abuse -.067 .607 -.012 -.110 .912 -.012    .512 .596 .094 .858 .393 .094 
Abuse x 
RF 
-.001 .433 .000 -.003 .998 .000    1.083 .489 .274 2.214 .030* .242 
  
 
 
 
 
  
53 
Table 33 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Abuse and Limited Symptom Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p   R   R2Change FChange df p 
RF 
&Abuse  
.092 .009 .386 2, 90 .681   .093   .009 .342 2, 79 .712 
Abuse x 
RF 
 .000 .000 1, 89 .998    .059 4.901 1, 78 .030* 
 
In the second step of the regression examining the relationship among RF, abuse, and 
limited symptom attacks for Site 2 (see tables 32-33), the interaction of abuse and RF was 
entered and explained a statistically significant 5.9% of the variability. These results demonstrate 
that RF moderates the relationship between abuse and depersonalization for limited symptom 
attacks for Site 2. This relationship, where the effect was found to be stronger for those with 
higher RF, is illustrated in Figure 1. 
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Figure 1 
 
Interaction of Abuse and RF for Site 2 
 
     
 
Relationship between RF and Depersonalization/ Derealization, Hypothesis 3 
It was hypothesized that patients with greater impairment in Reflective Functioning 
would have higher levels of reported depersonalization/ derealization. Hierarchical multiple 
linear regressions were used to examine the strength of the relationship between Reflective 
Functioning and depersonalization/ derealization.  The covariates of race and age explained a 
statistically significant 18.4% of the variability in scores of depersonalization and derealization 
for full blown attacks for Site 1 and 10.7% of the variability in scores of depersonalization and 
derealization for Site 2. RF made non-significant contributions to RF for both Sites 1 and 2. 
Results are shown in tables 34-35. 
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Table 34 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of Depersonalization/ 
Derealization for Full-Blown Attacks 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
     B SEB  t p Semi- 
partial r 
Constant 3.037 1.464  2.074 .041       5.880 1.594  3.688 .000  
White  3.026 .709 .413 4.269 .000* .406      -.734 .831 -.095 -.883 .380 -.092 
Age -.040 .025 -.158 -1.645 .103 -.157      -.079 .025 -.343 -3.211 .002* -.334 
RF .092 .242 .037 .381 .704 .036      .399 .256 .163 1.559 .123 .162 
  
 
Table 35  
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of 
Depersonalization/ Derealization for Full-Blown Attacks 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p        R R2Change Fchange df p 
White 
&Age  
.429 .184 10.285 2, 91 .000*       .327 .107 4.839 2, 81 .010* 
RF  .001 .145 1, 90 .704  .026 2.429 1, 80 .123 
 
RF made non-significant contributions to variability in scores of depersonalization/ 
derealization during limited symptom attacks as well. 
Table 36 
 
Hierarchical Regression Analysis Predicting Scores of Depersonalization/ Derealization for 
Limited Symptom Attacks 
 
 Site 1a 
 
Site 2b 
 
Variable   B 
 
SEB  t p Semi- 
partial r 
    B SEB  t p Semi- 
partial r 
Constant   1.454 .867  1.677 .097      .920 .869  1.058 .293  
RF   .154 .193 .083 .797 .428 .083     .061 .205 .033 .297 .767 .033 
aR = .083, F(1, 92) =.635, p=.428     bR =.033, F (1,82) =.088, p=.767 
 
 
Post-Hoc Analyses 
 
Given the significant correlation between panic severity and abuse, as well as the 
significant correlation between RF and trauma, post-hoc analyses were conducted to explore the 
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relationship between panic severity and RF as well as the relationship among panic severity, RF, 
and trauma. Post-hoc analyses also examined the relationship between trauma and Panic Specific 
Reflective Functioning (PSRF) as well as between Panic Severity and PSRF. 
Panic severity and RF. A Pearson correlation was conducted to measure the strength of 
the relationship between RF and panic severity. The relationship between RF and panic severity 
for site 1 was not significant r(96) = .097, p = .175 (1-tailed) , however there was a significant 
correlation between RF and panic severity for site 2: r(86) = -.186, p = .043 (1-tailed). 
 
Trauma, panic severity and reflective functioning: A reformulation of hypothesis 2a. 
Hierarchical multiple linear regressions were conducted to examine the differential impact of RF 
on the strength of the relationship between trauma and panic severity.  It was hypothesized that 
RF would moderate the strength of the relationship between trauma and panic severity (seen in 
the group differences done previously), such that the positive relationship between trauma and 
panic severity would be stronger for those with lower RF. No significant relationships were 
found when examining RF’s impact on the strength of the relationship between trauma and panic 
severity. Results are as follows: 
Table 37 
 
Coefficients for Hierarchical Regression Analysis Predicting ADIS-IV Scores of Panic Severity 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
 B SEB  t p Semi- 
partial r 
Constant 5.521 .236  23.398 .000   6.030 .332  18.181 .000  
RF .038 .051 .076 .733 .466 .075  -.152 .074 -.222 -2.037 .045* -.221 
Trauma .111 .070 .164 1.591 .115 .164  .063 .076 .092 .828 .410 .090 
Trauma x 
RF 
-.027 .051 -.055 -.534 .595 -.055  -.049 .072 -.074 -.671 .504 -.073 
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Table 38 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting ADIS-IV Scores of 
Panic Severity 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change Fchange df p        R R2Change Fchange df p 
RF & 
Trauma  
.182 .033 1.576 2, 92 .212       .233 .054 2.334 2, 81 .103 
Trauma x 
RF 
 .003 .285 1, 91 .595  .005 .451 1, 80 .504 
 
While RF was found to be significantly associated with panic severity when controlling 
for trauma and the interaction between trauma and RF for Site 2, RF was not found to moderate 
the relationship between trauma and panic severity for either site. 
Hierarchical multiple linear regressions were also conducted to examine the differential 
impact of RF on the strength of the relationship between specific types of trauma (loss and 
abuse) and panic severity. Results demonstrate that RF does not moderate the relationship 
between loss and panic severity for Site 1 or Site 2, shown in tables 39-40.  
Table 39 
Coefficients for Hierarchical Regression Analysis Predicting ADIS-IV Scores of Panic Severity 
for Loss 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
    B SEB  t p Semi- 
partial r 
Constant 5.608 .322  17.435 .000      5.955 .447  13.329 .000  
RF .034 .073 .069 .463 .644 .048     -.127 .102 -.186 -1.251 .215 -.136 
Loss .082 .143 .060 .573 .568 .060     .099 .185 .058 .533 .596 .058 
Loss x RF .008 .103 .011 .077 .938 .008     -.040 .150 -.040 -.269 .788 -.029 
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Table 40 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting ADIS-IV Scores of 
Panic Severity for Loss 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change Fchange df p    R R2Change Fchange df p 
RF & Loss .102 .010 .481 2, 92 .620    .228 .052 2.216 2, 81 .116 
Loss x RF  .000 .006 1, 91 .938  .001 .073 1, 80 .788 
 
Similarly, results demonstrate that RF does not moderate the relationship between abuse 
and panic severity for Site 1 or Site 2 (see tables 41-42). 
Table 41 
 
Coefficients for Hierarchical Regression Analysis Predicting ADIS-IV Scores of Panic Severity 
for Abuse  
 
 Site 1 
 
Site 2 
 
 
Variable B 
 
SEB  t p Semi- 
partial r 
    B SEB  t p Semi- 
partial r 
Constant 5.655 .267  21.211 .000      5.875 .359  16.374 .000  
RF .009 .061 .017 .141 .888 .014     -.100 .083 -.147 -1.203 .233 -.130 
Abuse .326 .156 .217 2.094 .039* .213     .046 .216 .023 .213 .832 .023 
Abuse x 
RF 
.055 .110 .062 .499 .619 .051     .229 .179 -.156 -1.280 .204 -.138 
  
Table 42 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting ADIS-IV Scores of 
Panic Severity for Abuse 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p    R  R2Change FChange df p 
RF & 
Abuse 
.235 .055 2.697 2, 92 .073    .222  .049 2.094 2, 81 .130 
Abuse x 
RF 
 .003 .249 1, 91 .619   .019 1.638 1, 80 .204 
 
Race, trauma, and RF. Post-hoc analyses also explored whether race might moderate 
the relationship between trauma and RF. While there is a trend in the direction of moderation for 
Site 2, wherein the interaction of race and trauma explained 4.2% of the variability in scores of 
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RF, race was not found to moderate the relationship between trauma and RF for either site. These 
results are illustrated in tables 43 and 44. 
Table 43 
 
Coefficients for Hierarchical Regression Analysis Predicting Scores of RF (race as moderator) 
 
 Site 1 
 
Site 2 
 
Variable B 
 
SEB  t p Semi- 
partial r 
   B SEB  t p Semi- 
partial r 
Constant 3.902 .426  9.156 .000     3.447 .469  7.344 .000  
Trauma .104 .251 .076 .145 .679 .043    .210 .173 .210 1.212 .229 .132 
white .444 .319 -.153 1.394 .167 .144    .414 .383 .129 1.079 .284 .117 
White x 
trauma 
.082 .310 .047 .265 .791 .027    -.443 .235 -.306 -1.884 .063 -.205 
  
Table 44 
 
Model Summary Statistics for Hierarchical Regression Analysis Predicting Scores of RF (race as 
moderator) 
 
 Site1 
 
Site 2 
 
 R 
 
R2Change FChange df p       R R2Change FChange df p 
Trauma & 
White  
.168 .028 1.336 2, 92 .268      .098 .010 .391 2, 81 .678 
White x 
trauma 
 .001 .070 1, 91 .791  .042 3.548 1, 80 .063 
 
 
Trauma and Panic Specific Reflective Functioning (PSRF). Post-hoc analyses 
explored the relationship between trauma and Panic Specific Reflective Functioning (PSRF) as 
PSRF has been shown to be impaired when general RF was not (Rudden et al., 2006). In 
addition, PSRF may be seen as focusing more on the self than on the other. For these reasons, it 
was deemed important to examine the relationship between trauma and PSRF. For Site 1, scores 
in Panic Specific RF ranged from 1.5 to 8.0 (M = 3.59, SD = 1.24); for Site 2, PSRF ranged from 
1.0 to 5.5 (M = 3.50, SD = 1.18). 
For each site, independent samples t-tests were conducted to determine whether there 
were significant differences between the trauma and non-trauma groups in PSRF. It was 
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hypothesized that patients with a history of childhood trauma would exhibit greater impairment 
in their capacity for Panic Specific Reflective Functioning. No significant differences between 
the trauma and non-trauma groups were found for either Site 1 or for Site 2. 
Table 45 
 
Group Differences in Panic Specific Reflective Functioning (PSRF) by Trauma (y/n) 
 
 Trauma 
 
No trauma 
 
 
 
  
 n M  SD   n M SD   t df  p (1-tailed) 
PSRF 
     Site 1 
     Site 2 
 
58 
48 
 
3.62 
3.44 
 
1.34 
1.24 
 
  37 
  34 
 
3.55 
3.62 
 
1.11 
1.12 
 
  -.25 
  .68 
 
93 
80 
 
.401 
.250 
 
 
Panic severity and PSRF. A pearson correlation was conducted to measure the strength 
of the relationship between PSRF and panic severity. The relationship between PSRF and panic 
severity for site 1 was not significant r(96)= -.081, p= .218 (1-tailed). The relationship between 
PSRF and panic severity for site 2 was similarly not found to be statistically significant r(83) =  
-.141, p = .103 (1-tailed). 
 
 
Summary of Results 
 Between sites 1 and 2, the findings from t-tests, correlations, and regression analyses 
were mixed, and thus inconclusive with respect to the study hypotheses. For example, at Site 1, 
those with histories of abuse were found to have significantly higher ratings of panic severity on 
the ADIS-IV, however the same was not found to be the case for Site 2. Similarly, those with a 
history of trauma were found to have significantly lower ratings of RF at Site 2, however this 
was not true for participants at Site 1. RF was also found to moderate the relationship between 
abuse and depersonalization/ derealization during limited symptom attacks at Site 2, however RF 
was not found to be a moderator at Site 1, and this finding may be due to type 2 error. Finally, 
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post-hoc analyses found a significant correlation between panic severity and RF in the 
hypothesized direction at Site 2, however the trend found at Site 1 was in the opposite direction.  
 Given the numerous differences in demographic characteristics between the two sites, it 
is not surprising that such differences exist. Yet even when such differences may have resulted in 
the lack of significant findings for the central hypotheses across both sites, there are other results 
that appear to be consistent. For example, demographic characteristics such as race and age made 
significant contributions to the variability in scores of depersonalization/ derealization for both 
sites. And perhaps most significantly, the number of those endorsing a history of childhood 
trauma was virtually identical between the two sites (62% at site 1, 64% at site 2). The presence 
of this sample’s large incidence of childhood trauma has potential implications for the way panic 
disorder should be conceptualized and treated. This central sample characteristic as well as the 
possible reasons for the lack of consistent findings among the main hypotheses of this study will 
be explored in the following chapter.  
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Discussion 
 
The present analysis examined the relationship among history of childhood trauma, 
Reflective Functioning, and presence of symptoms of depersonalization and/ or derealization in 
patients with panic disorder. Independent t-tests explored whether or not there were significant 
group differences between those with and without a history of trauma on impairment levels of 
RF, symptoms of depersonalization/derealization during panic attacks, and severity of panic 
disorder. There were no significant differences between the groups on levels of 
depersonalization/derealization. There were significant differences found in levels of Reflective 
Functioning as well as on panic severity as measured by the ADIS-IV (between those with and 
without histories of abuse), however such differences were inconsistent across sites and are 
therefore not generalizable. This study hypothesized that reflective functioning would moderate 
the relationship between trauma and depersonalization/ derealization. The results provided no 
indication that RF is a moderator, as no significant relationships were found when examining 
general trauma scores or when examining scores of those who had experienced specific types of 
trauma. It was also hypothesized that greater impairment in RF would be correlated with higher 
levels of depersonalization/ derealization. The relationship was not significant.  
The results related to the main hypotheses in this study are remarkable for the lack of 
significant findings that held across both sites 1 and 2. There are a number of possible 
explanations for the lack of significant findings. In addition, the sample characteristics by trauma 
for both sites 1 and 2 are important, especially in light of the low percentage of participants who 
met criteria for PTSD. Despite the overall high reported incidence of childhood trauma, only 
7.5% of the current sample met criteria for PTSD.  
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Sample Characteristics and Demographic Variables 
Sample characteristics. There are a number of characteristics of the sample used in this 
study that are important to explore, especially as they relate to incidence of trauma and 
demographic variables. It is noteworthy that of the 198 participants in this study, 125 (63%) 
endorsed having a history of childhood trauma. Across Sites, this finding did not differ, despite 
otherwise being very different populations (Milrod, et al, 2016): at Site 1, 62.2% endorsed 
having a history of childhood trauma; at Site 2, 64% endorsed a history of trauma.   Percentages 
of the samples endorsing loss, abuse, and neglect are as follows: loss: 43.9% (site 1), 47.0% (site 
2); abuse: 27.6% (site1), 23.0% (site 2); neglect 1.0% (site 1), 5.0% (site 2). (See Table 1 in 
Results for percentages of specific types of loss and abuse.) 
Consistent with other studies looking at history of trauma in panic and anxiety disordered 
patients, a number of participants endorsing one type of abuse also endorsed other types of 
abuse. Therefore some individuals are counted in more than one group: At Site 1, 16 of 43 who 
endorsed having a history of loss also endorsed a history of abuse. The one subject who endorsed 
a history of neglect also endorsed a history of loss; At Site 2, 15 of the 47 endorsing a history of 
loss also endorsed a history of abuse. Three of 5 people endorsing a history of neglect also 
endorsed abuse. All 5 endorsing a history of neglect also endorsed a history of loss.  
Sixty-three percent is a high rate of participants in PD trials reporting childhood trauma, 
and is higher than those reported by investigators in some studies but not others. Between study 
comparisons are difficult, as much of the research compares subcategories, such as abuse, and 
does not group loss, abuse, and neglect together. Variation may also be due to differences in 
sample sizes, comparison groups, and sample characteristics as well as methods of obtaining 
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data. The research on the frequency of childhood sexual and physical abuse in patients with 
panic disorder has found rates ranging from 13 to 54% (Friedman et al, 2002; Mancini, van 
Ameringen, & Macmillan, 1995). In general population samples of men and women, rates of 
physical and sexual abuse range from 14.2% to 24.8% for men and from 19.5% to 75.2% for 
women (Briere & Elliot, 2003; Perez-Fuentes, 2013) Childhood sexual abuse is associated with 
47% of all childhood-onset psychiatric disorders and with 26% to 32% of all adult onset 
disorders (Perez-Fuentes, 2013; Wilsnack, Vogeltanz, Klassen, & Harris, 1997; Green et al, 
2010). Given our findings, which are consistent with what has been previously reported, it makes 
sense to reconceptualize DSM panic disorder as a possible outcome and presentation of after-
effects of childhood trauma. 
 It is notable that only 3% of the sample in the current study endorsed a history of neglect. 
This is likely an underestimate, as 12 additional participants (6%) were rated as having 
“questionable” histories of neglect, and further investigation might have resulted in clarification 
of such cases. Likewise, 36 participants (18%) were rated as having “questionable” cases of 
physical abuse. Nonetheless, this sample appears to have a much lower group of patients with 
histories of neglect compared to other maltreatment found in the general population.  
Sample characteristics and child abuse and neglect in the United States. The findings 
of the Fourth National Incidence Study of Child Abuse and Neglect (NIS-4), a congressionally 
mandated, periodic effort of the United States Department of Health and Human Services, offers 
a perspective on the scope of the problem of child abuse and neglect beyond that provided by 
investigations using child protective service (CPS) agencies (Sedlak et al., 2010). NIS estimates 
include both abused and neglected children who are in the official CPS statistics, as well as those 
who were recognized as maltreated by community professionals, and uses both a harm standard 
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as well as an endangerment standard of abuse and neglect. The harm standard is more stringent 
in that it generally requires that an act or omission result in demonstrable harm in order to be 
classified as abuse or neglect. The endangerment standard includes children who were not yet 
harmed by abuse or neglect if a sentinel reporter thought that the maltreatment endangered the 
children or if an investigation substantiated the maltreatment. In addition, the Endangerment 
Standard is slightly more lenient as it allows a broader array of perpetrators. Using the Harm 
Standard definition, one child in every 58 experienced maltreatment in the United States during 
the NIS-4 study year (2005-2006). 44% were abused and 61% were neglected. Using the 
Endangerment Standard definition, one child in every 25 experienced maltreatment; 29% were 
abused and 77% were neglected. While the percentage of those neglected in this study does not 
appear to be representative of the general population, the percentage of maltreated children 
abused in the United States using the endangerment standard definition is close to the percentage 
of the sample abused in the current study. 
Demographic characteristics. In the present study, participant race was significantly 
associated with trauma at both sites, with black participants endorsing significantly more 
experiences of trauma than white participants. (Black participants were 1.69 times more likely to 
have experienced loss, abuse, or neglect at site 1 and 1.55 times more likely at site 2.) While 
previous NIS cycles did not find this to be the case, NIS-4 found strong and pervasive race 
differences in the incidence of maltreatment. In nearly all cases, the rates of maltreatment for 
black children were significantly higher than those for white and Hispanic children, nearly 2 
times the rate for white children. (During the 2005-2006 NIS-4 study year, an estimated 12.6 per 
1,000 white children experienced Harm Standard maltreatment compared to 24.0 per 1,000 black 
children.) (Sedlak et al., 2010, 4-22). The authors note that these differences occurred under both 
  
66 
definitional standards in rates of overall maltreatment, overall abuse, overall neglect, and 
physical abuse. Such race/ ethnicity differences may stem from greater precision of the NIS-4 
estimates. They may also be consistent with changes in maltreatment rates since the NIS-3 
(1993), where general rates of maltreatment for white children were noted to decline more than 
the rates of black and Hispanic children in the incidence of abuse, physical abuse, and children 
seriously harmed by maltreatment. For Harm Standard emotional neglect, maltreatment rates for 
white children declined while rates for black and Hispanic children increased; for endangerment 
standard emotional neglect, rates for white children increased less than the rates for black and 
Hispanic children.  
While the authors concluded that such changes in race differences in rates of some 
categories of child maltreatment are partly a consequence of the greater precision of the NIS-4 
estimates, they believe that such changes are also due to the growing gap in economic well-being 
between black and white children. According to the authors of NIS-4, income (or socioeconomic 
status) is the strongest predictor of maltreatment rates, but since the time of the NIS-3, incomes 
of black families have not kept pace with the incomes of white families. Other studies have also 
shown that living in poverty is a predictive factor for children to be subjected to both physical 
and sexual abuse experiences, however others argue that the impact of socio-economic status on 
child sexual abuse has not been proven (Collin-Vezina, Daigneault, & Hebert, 2013). The 
association found in the present analysis between trauma and salary is consistent with the 
findings of NIS-4 where the incidence of maltreatment and of all severities of injury or harm was 
higher for children with no parent in the labor force and those with an unemployed parent and 
lowest for those with employed parents. Specifically, children with no parent in the labor force 
had 2 to 3 times the rate of maltreatment overall when compared to children with employed 
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parents (about 2 times the rate of abuse and 3 or more times the rate of neglect). In addition, 
household SES was significantly related to incidence rates in all categories of Harm Standard 
maltreatment and levels of outcome severity. Children in low socioeconomic status households 
had significantly higher rates of maltreatment in all categories and across both definitional 
standards. These children experienced some type of maltreatment at more than 5 times the rate of 
other children and were more than 3 times as likely to be abused (physical, sexual, and 
emotional) and about 7 times as likely to be neglected.  
While the time during which the trauma took place for participants in this study does not 
fall under the period of the NIS-4 study year, the associations between both race and trauma as 
well as between salary and trauma follow the same pattern. The sample used in this study is a 
clinical sample, and thus not representative of the general population, however similarities in 
findings in terms of the demographic characteristics of national incidence of maltreatment are 
notable.  
 
Trauma and RF  
Measurement. The theory relating low RF and trauma is based largely on samples of 
those having experienced severe and persistent neglect or abuse. While the incidence of trauma 
in this sample was high, it is not possible to know whether the severity of trauma was equally 
high. The number of different types of trauma was used to make up a severity score in analyses, 
however this was not a true measure of severity as the questions asked only if a particular type of 
experience took place and did not probe further for details about the extent or nature of such 
experiences. 
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The current study examined general RF because severe trauma, particularly in childhood, 
has been shown to have a negative impact on primary attachment relationships (Bowlby, 1969). 
It is possible, however, that general RF as measured in this study did not adequately measure the 
RF specific to relationships related to past traumatic experiences. One reason for this may be due 
to the way in which the abbreviated RF interview was administered. While the AAI asks for the 
subject to speak about both parents, the RF interview used in this study asked the subject to 
speak about the relationship with only one parent. Further, it was up to the subject to choose the 
parent he/ she wanted to speak about. Patients with panic disorder, who are often avoidant, may 
have chosen to speak about the relationship that is more benign.  
Preservation of RF in the context of trauma. The theoretical basis of this project was 
that trauma in the context of attachment relationships would negatively impact general RF. There 
are, however, ways in which other relationships might have helped participants to preserve 
adequate mentalization in the face of traumatic experiences. Fonagy and colleagues’ note that 
studies of resilient children suggest even a single secure/ understanding relationship may be 
sufficient for the development of reflective processes and may “save” the child (Fonagy et al., 
1996). Further, they did not anticipate that trauma outside the context of a close attachment 
would pervasively stunt the development of mentalization (Fonagy et al., 2004). Thus, the 
harmful effect of having an abusive parent may be mitigated by the exceptional care of another 
parent or caregiver. Those children who survived trauma and had other family members or 
professionals help in processing such experiences, would have been more likely to preserve the 
ability to adequately mentalize. In addition, while having problematic early experiences will 
predispose some individuals to repeat harmful patterns in subsequent relationships, others are 
able to form subsequent relationships that are reparative. Indeed, there are a number of possible 
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experiences and relationships taking place between childhood and the time of study entry that 
likely affected participants’ ability to develop or maintain adequate mentalization. Some 
individuals may find opportunities, possibly outside the family, to develop a mental state 
understanding as a way of surviving challenging emotional experiences. Others may be 
compelled to elaborate an account of their difficult childhood experiences (Ensink, Berthelot, 
Bernazzani, Normandin, and Fonagy, 2014). 
 
Panic Disorder and Mentalization vs Borderline Personality Disorder and Mentalization 
Scores of Reflective Functioning in the current project ranged from 2.0 to 7.5 (M = 4.30, 
SD = 1.38) at Site 1 and 1.5 to 7.0 (M = 4.10, SD = 1.23) at Site 2 in this sample. As a whole, the 
mean scores are not low, and while there was a significant difference in the scores between 
trauma and non-trauma groups in RF at Site 2, that difference in RF scores is not large (no 
trauma group mean RF = 4.39, trauma group mean RF = 3.93). The adequate range of RF scores 
indicates that panic patients in this sample do not suffer global deficits in mentalization. These 
mean scores are in contrast to previous research demonstrating a relationship between trauma 
and deficits in mentalization for patients with Borderline Personality Disorder (Mean RF = 2.7), 
(Fonagy et al, 1996). Such patients were thought to have coped with experiences of childhood 
abuse by refusing to conceive of the contents of their caregiver’s mind and thus successfully 
avoided having to think about their caregiver’s wish to harm them. Fonagy and colleagues 
predicted that children who respond to abuse by a deficit in capacity to mentalize are more likely 
to have serious personality disturbances in adulthood. It may be that such deficit in a global 
capacity to mentalize will not be seen because the extreme deficits in mentalization is one of the 
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things that distinguishes between the syndromes of Borderline Personality Disorder and Panic 
Disorder.  
There are other important differences between patients with panic disorder and those with 
BPD. Unlike BPD, patients with panic disorder do not typically have childhood relationships 
with caregivers classified as disorganized. It may be that for patients with BPD, impaired RF is 
central to the often problematic way in which they relate to others and the world around them, 
whereas for patients with panic disorder, even those with a history of trauma, the process of 
defending against painful memories or experiences takes place through other pathways. It is also 
possible that for patients with BPD, the impairments in RF are general, whereas patients with 
panic disorder may experience more focal deficits in RF, such as that seen with the Panic 
Specific RF interview.  It may be that such focal deficits around traumatic experiences would 
have been apparent with a more nuanced measure of RF, and that a relationship between 
impairment in RF specific to traumatic experiences has a yet unexamined, less direct pathway to 
panic disorder.  
A Trauma Specific Measure of Mentalization 
 Because mentalization may show considerable fluctuations over time and across 
relationship contexts (Luyten, Fonagy, Lowych, & Vermote, 2012), mentalization across areas of 
relationships vary. A number of investigators have noted in recent years that adults with histories 
of child abuse and neglect are likely to manifest even more profound difficulties in mentalizing 
specifically regarding trauma (Ensink, et al., 2014; Berthelot et al., 2015). Much of Ensink et al’s 
research on both mothers and children aims to clarify different aspects of the capacity for 
mentalization. Ensink and colleagues have asked whether mentalization capacities about 
attachment relationships are compromised globally following child abuse and neglect, or whether 
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deficits in mentalization are specific to traumatic experiences. They have also examined whether 
deficits in mentalization in general, or deficits in mentalization regarding trauma in particular, 
are associated with difficulties in adaptation, parenting, and relationships. Ultimately, they have 
proposed that not simply an absence of mentalization about early relationships, but more 
specifically the absence of mentalization about trauma that may be most important in 
maintaining appropriate interpersonal functioning and self-regulation of helplessness, fear, 
hostility, and aggression in contexts where trauma-related affects are triggered.  
Ensink and colleagues observed that the levels of RF in AAI interviews were generally 
not maintained when abuse and trauma were discussed. Because they saw that such fluctuations 
were not reflected with the use of a single overall RF score, they obtained a trauma-specific RF 
score. Consistent with the practice for rating attachment, a transcript could be rated for security 
as well as for the subject being resolved or unresolved regarding trauma. RF regarding traumatic 
experiences specifically (RF-T) was obtained by rating passages during which abuse was directly 
probed or explicitly discussed. This has also been explored recently in patients with PTSD 
(6/1/16-6/1/17 Markowitz, JC and Milrod, B: SSRF in IPT for PTSD. American Psychoanalytic 
Association Fund for Psychoanalytic Research). 
 In a study that provided preliminary evidence of the validity of the Trauma Reflective 
Functioning Scale by examining attachment in pregnant women with histories of trauma, Ensink 
et al. (2014) found trauma specific RF (RF-T) and general RF (RF-G) scores were significantly 
correlated, however mean RF-T was significantly lower. In addition, RF-T was the best single 
predictor of engagement in the pregnancy, positive feelings regarding the pregnancy, sense of 
commitment toward maternity, and overall quality of relationship with partner. As is the case in 
the present study, the authors did not find a global deficit in mentalization among the women in 
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the sample. The authors note such results raise questions regarding the pathways through which 
adults who have been abused  as children develop the capacity for mentalization. Ensink et al 
also believed the results to be consistent with evidence whereby avoidance and dissociation of 
traumatic memories are prominent. Difficulties in accessing and putting such memories into 
words leaves them to be stored as inchoate visual and tactile experiences rather than as narratives 
(Allen, 2013) and probably also as inchoate somatic symptoms. 
In Ensink and colleagues’ study (2014), there was no association between being 
unresolved with regard to trauma and mentalization regarding trauma (measured as RF-T). This 
suggests that RF-T assesses a distinct but complementary dimension of trauma processing. 
Furthermore, the dose and severity of abuse were linked to the risk of being unresolved with 
regard to trauma, but not to RF-T. This suggests that how an individual mentalizes about trauma 
may not be determined by the actual traumatic experience. It may be that in contexts where 
trauma-related affects are triggered, RF-T is important for maintaining appropriate interpersonal 
functioning and self-regulation of helplessness, fear, hostility and aggression. (Ensink et al., 
2014) 
 Support for the differentiation between patients’ reflective abilities in various aspects of 
mental life is also found in a previous study examining patients with panic disorder. The Panic-
Specific Reflective Functioning Scale (PSRF) was developed to assess whether patients had 
greater impairments in mentalizing in connection with their specific symptoms, compared to 
their more global levels of reflective functioning (Rudden et al., 2006). Patients did indeed 
exhibit less impairment in general RF compared to their ability to reflect upon their symptoms. It 
is possible that the current study would have obtained a more nuanced picture of RF in this 
sample if a similar trauma specific reflective functioning scale had been used. Deficits in 
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mentalization specifically associated with trauma were not evident by examining general RF or 
PSRF in this study.  
 
Self and Other Mentalization 
It is possible that the current study was limited not only by a lack of specific focus on 
trauma, but also by a lack of differentiation of RF related to self and RF related to others. While 
PSRF focuses more on the self rather than other, post-hoc analyses did not show a significant 
relationship between PSRF and history of trauma. Some have suggested a need to differentiate 
whether the expressed affects of a subject’s discourse are attributed specifically to the self or 
another person and have argued that the general RF score is “more powerfully indicative of an 
adult’s full representation and/ or preoccupation of the other’s intentional stance, rather than 
one’s own” (Bouchard et al, 2008). Recent research in the measurement of mentalization has 
expanded to address this need. Because self-understanding has been argued to be a more 
complex developmental achievement compared to other-understanding, and possibly associated 
with different forms of interpersonal difficulties and psychosocial disturbances (Luyten et al., 
2012), Ensink and colleagues used separate scales to score items touching on self and other in an 
initial study of the validity of the Child Reflective Functioning Scale (2015). When examining 
mentalization of children and mothers in the context of trauma, the authors’ findings confirmed 
that child sexual abuse is associated with mentalization difficulties in both the domains of 
children’s RF regarding themselves (CRF-S) and children’s RF regarding others (CRF-O). 
Furthermore, children with histories of intrafamilial abuse, when compared to children who 
experienced extrafamilial sexual abuse had significantly lower mentalization capacities in 
general as well as regarding self and others. The authors hypothesize that such difficulties in 
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mentalization “are likely to contribute to subsequent difficulties with identity, sense of intimate 
relationships, which in turn can be hypothesized to increase vulnerability in the context of further 
stress, and the risk of developing a form of psychopathology in adolescence or adulthood.” 
(Ensink, et al, 2015, p.213). In addition, while both maternal RF and sexual abuse made 
independent contributions to the variance in CRF-S, sexual abuse was the only variable that 
explained variance in CRF-O. This is not surprising given how dangerous it would feel for a 
child who has experienced such abuse to consider the intentions and minds of others. While 
Ensink and colleagues used a sample of children, and proximity to the abuse events may have 
made such differences more apparent than would be found in an adult sample, it is possible that a 
more complex system of measurement of mentalization in the sample of panic patients would 
have brought to light similar differences. 
 
Trauma and Depersonalization/ Derealization 
We hypothesized that significant relationships would be found between trauma and 
patient ratings of depersonalization/ derealization during panic attacks. The hypothesized 
relationships were not found to be statistically significant.  
One explanation for the lack of significant findings in this area is that the hypotheses in 
this study were based on a construct of depersonalization/ derealization as being equivalent to 
dissociation, however some view dissociation as a multidimensional phenomenon (Briere, 
Dietrich, & Semple, 2016). For example, items on the Dissociative Experiences Scale (Bernstein 
& Putnam, 1986) are often analyzed around dimensions of absorption (or self-absorption), 
amnesia, and depersonalization/ derealization. On the Multiscale Dissociation Inventory (Briere, 
2002), a factor analysis identified five factors: disengagement, identity dissociation, emotional 
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constriction, memory disturbance, and depersonalization/ derealization (Briere, Weathers, & 
Runtz, 2005). While the Multidimensional Inventory of Dissociation (Dell, 2006) is intended to 
assess the different dimensions of dissociation in order to reflect a single, higher order factor, 
recent arguments have been made for a new construct of “dissociative complexity (DC)” to 
reflect multiple dissociation symptom dimensions (Briere et al., 2016). If dissociation is 
considered a complex symptom, focusing on only depersonalization/ derealization would ignore 
other forms of dissociation. Indeed, it is possible that the current analysis of levels of 
depersonalization/ derealization in panic patients missed the presence of other such forms of a 
complex system that may have been picked up with a more sophisticated measure of 
dissociation. While the measure of dissociation used in this study was not terribly sophisticated, 
the results do indicate that trauma and depersonalization/ derealization during panic attacks are 
not related. 
 Depersonalization/ derealization was treated as a distinct construct in this study, however 
it is not necessarily independent from the other symptoms experienced during panic attacks. 
Some have pointed out that dissociation is not simply a comorbid phenomenon, but rather 
frequently a component of the greater PTSD symptom picture (Steuwe, Lanius, & Frewen, 
2012); likewise, one might argue that focusing on depersonalization/ derealization rather than the 
greater panic disorder symptom profile is to miss the larger picture. Indeed, it is possible that the 
panic attack serves the same role defensively as dissociation is thought to serve. If dissociation 
allows someone to reduce or avoid aversive emotional states, the panic attack similarly takes 
focus away from aversive emotional states that may have triggered the panic attack, potentially 
tied to conflicted or problematic relationships, and toward somatic symptoms, often devoid of 
conscious emotional meaning. Following this line of reasoning, the relationship between trauma 
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history and presence of panic disorder in general or panic severity may be a better focus for 
study than dissociation. Severity of panic disorder on the ADIS-IV was not found to correlate 
with history of childhood trauma across both sites in the current study.    
 Finally, it has been said that dissociative symptoms appear to occur most commonly in a 
subset of trauma survivors who have additional risk factors for dissociation, much in the same 
way that PTSD occurs only in a subset of trauma-exposed individuals (Briere, 2006). It is 
possible that other factors associated with a trauma history mediate or moderate its relationship 
to dissociative symptoms.  
 
Mentalization and Depersonalization/ Derealization  
The current study hypothesized that significant relationships would be found between RF 
and patient ratings of depersonalization/ derealization.  This hypothesis was based on the 
association between dissociation and affect avoidance or emotional overmodulation (Brand, 
Lanius, Vermetten, Loewenstein & Spiegel, 2012), both of which have been found to be present 
in patients with panic disorder. In addition, impairment in mentalization could conceivably 
increase the risk of resorting to dissociation. Given the mean scores of mentalization in the 
sample (close to “normal”), the lack of relationship between mentalization and depersonalization 
is not surprising. 
Perhaps in a sample with greater overall impairment of RF, the hypothesized relationship 
would be seen. It may be that only in cases of more severely impaired mentalization are 
strategies such as depersonalization employed enough to become a key symptom during panic 
attacks. It may also be that the relationship between depersonalization/ derealization and RF is 
more complex; perhaps they both play a role in similar defensive processes, however other 
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variables may affect the strength of the relationship. It may also be true that depersonalization 
during panic attacks are distinct from depersonalization experienced at other times outside of a 
panic attack.  
If RF and depersonalization/ derealization were related by some other variable, this 
would also explain the lack of findings in hypothesis 2A. Post-hoc analyses examining the 
relationship between panic severity and RF as well as between trauma, panic severity and RF 
were conducted to explore other models. While a significant correlation was found between 
panic severity and RF for site 2, it was not found for site 1. RF was not found to moderate the 
relationship between trauma and panic severity for either site. 
 
Depersonalization/ Derealization and Demographic Variables 
 It is notable that across both sites, the demographic variables of race and age made 
significant contributions to the variability in symptoms of depersonalization/ derealization during 
full-blown attacks. (At Site 1, white people had significantly higher ratings of depersonalization 
than black people; at Site 2, younger participants were more likely to depersonalize than older 
participants.) While the literature on the relationship of demographic variables and panic 
disorder, as well as the relationship of demographic variables and depersonalization/ 
derealization, is limited, there is a small body of research with findings relevant to the current 
study.  
 Age was associated with depersonalization/ derealization for full-blown attacks at site 2 
in this study such that younger people were more likely to depersonalize. Younger participants 
have also been found to endorse symptoms of depersonalization/ derealization significantly more 
in adult patients with panic disorder, (Cassano et al., 1989) and to report higher levels of 
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dissociation in a non-treatment seeking sample of racial and ethnic minority young adults 
(Anglin, Polanco-Roman, & Lui, 2015).  
 While the majority of research has examined dissociation and depersonalization/ 
derealization in samples that are largely white or Caucasian, some have suggested that culture, 
race, and ethnicity may influence the manifestation of dissociative phenomena. In a study 
examining dissociation in a nonclinical population of 317 undergraduates, Douglas (2009) found 
differences in dissociation as a function of race where African and Asian Americans reported 
significantly higher rates of dissociation compared to whites. Dissociation among black and 
Asian students was more likely in the sample, however, to be normative and not associated with 
psychological maladjustment. This finding is in contrast to others who have found higher rates of 
dissociation among western, Caucasian groups. For example, it has been proposed that the 
relatively low prevalence of dissociation in Japanese panic patients (<10% compared to between 
24.1% and 82.6% in American and European samples) may reflect methodological differences or 
genuine national or ethnic variations in depersonalization/ derealization (Hunter et al., 2004). A 
review of the literature focusing on the effect of culture on symptom profiles in panic disorder 
(Sierra-Siegert & David, 2007) found that the frequency of depersonalization during panic was 
significantly lower in Asian and Latin American countries as compared with North America, 
Western Europe, Australia, and New Zealand. Correlations between frequency of 
depersonalization and individualism as well as between fear of losing control and individualism 
in the same study led the authors to conclude that as compared with collectivistic societies, 
participants from individualistic cultures are likely to experience more depersonalization and fear 
of loss of control during panic attacks. Such findings might imply that whites are more 
individualistic as compared to blacks within the US culture as well. While it may be premature to 
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apply this analysis to the differences between depersonalization/ derealization among black and 
white participants in the current study, it provides support for the presence of ethnic/ cultural 
variations in depersonalization/ derealization during panic attacks. The mechanism and meaning 
of such variations remain unclear.  
   
Panic Disorder, Trauma, and Culture 
The way in which clinicians and researchers conceptualize diagnosis and treatment are 
also affected by culture. Only 7.5% of the sample in the current study met criteria for PTSD on 
the ADIS (11 of 98, 11.2% at site 1; 4 of 102, 3.9% at site 2). PTSD is a diagnosis that requires 
the individual or the clinician treating the individual to be consciously aware of the trauma. The 
panic attacks of panic disorder, in contrast, are described as coming “out of the blue.” It is 
unclear what portion of the 63% of the current sample who endorsed having a history of 
childhood trauma addressed this trauma history in their treatment, however it is possible that 
many of those endorsing such a history did not conceptualize this trauma as being relevant or 
meaningful to their panic disorder. In the case of abuse, this may be due in part to the culture of 
silence around abuse, the acceptance of an unspoken rule that such experiences should not be 
voiced. Regardless of one’s racial background, expressions of intolerable emotions through the 
somatic symptoms of a panic attack, as uncomfortable as such expressions are, are often more 
socially and culturally accepted than expressing the emotional distress, rage, or loss and sadness 
through direct language acknowledging child abuse. In recent months, we have seen a number of 
women and some men come forward describing experiences of sexual assault, many of which 
took place when the individuals were children. The widespread acceptance of the need to keep 
such experiences silent for fear of retaliation or humiliation is remarkable.  
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Limitations 
 
 This study has a number of strengths, including the examination of multiple potential 
pathways that could help explain the relationship between child abuse and psychopathology, as 
well as a relatively large sample size. While it is not possible to draw a simple causal link 
between childhood events of loss, abuse, and neglect and the later adult diagnosis of panic 
disorder, it is clear that some relationship between these early experiences and later emergence 
of panic disorder likely exists. Even so, there are a number of limitations that must be 
considered. As is true for most studies examining childhood trauma, the data taken from this 
study were retrospective. Thus results are subject to the possibility of recall bias. It is possible 
that subsequent experiences with caregivers or others affected the memories of previous 
experiences. As noted above, it is also likely that the level of support received from others at the 
time of abuse or loss affected the way in which the abuse or loss experience was internalized by 
the participants. The current study did not measure such variables.  
 While the incidence of trauma in this sample was high, it is not possible to know whether 
the severity of trauma was equally high. The way in which trauma was counted in the present 
study emphasizes the number of different types of trauma experienced by the participants, 
however there was no measure of number of traumatic experiences within each type of trauma. 
For example, someone who experienced severe abuse over many years, but no other types of 
maltreatment or loss received the same trauma rating as someone whose parent was absent for 
six months, even if the child was in the care of loving, supportive adults during the parent’s 
absence. Duration of trauma and other characteristics that may affect the impact of the trauma on 
the individual were not available given the data collected, however these other characteristics 
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may have been significant variables when considering the relationship between trauma and 
reflective functioning as well as between trauma and panic severity on the ADIS-IV.        
 
Clinical Implications 
 
 While the current study provides no evidence that childhood trauma was correlated with 
reflective functioning, symptoms of depersonalization/ derealization, or severity of panic 
disorder, the significance of childhood experiences of loss, abuse, and neglect on the course of 
treatment is unknown. It is possible that patients with a history of childhood trauma did better in 
one form of psychotherapy over another. Future analyses should examine treatment approach 
and course to determine whether making space to address such experiences has an impact on 
treatment efficacy.  
 The discrepancy between rate of PTSD diagnosis on the ADIS at intake in this study and 
history of childhood trauma is something important to consider. While diagnostically, one might 
meet DSM criteria for panic disorder rather than PTSD, it is worthwhile to consider whether 
panic attacks that are found to be related to traumatic events or relationships might be a 
syndrome more complex than that described in the DSM-V formulation of panic disorder. 
Adding more open-ended questions to an intake interview specifically related to thoughts that 
arise during panic episodes may be one way to explore the relationship between panic attacks 
and previous experiences of trauma. It may also be that unexplored experiences of trauma are 
hidden in the histories of those with more persistent and unremitting cases of panic disorder. 
Investigations are needed to further elucidate any causative role of these risk factors.  
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Appendix A 
Anxiety Disorders Interview Schedule for DSM-IV Lifetime Version (ADIS IV)  
(PANIC SECTION only) 
 
PANIC DISORDER  
I. INTIAL INQUIRY  
1a. Do you currently have times when you feel a sudden rush of intense fear or discomfort 
(what someone might call a “panic attack”)?  
YES ___ NO___  
IF YES, skip to 2a.  
b. IF NO, Have you ever had times when you have felt a sudden rush of intense fear or 
discomfort?  
YES___ NO___  
IF YES, When was the most recent time this occurred? 
___________________________________________________________________________  
IF YES to either 1a or 1b., or uncertain, continue inquiry. Otherwise skip to AGORAPHOBIA.  
2a. In what kinds of situation(s) do you have these feelings? Where are you most likely to 
have these feelings? 
___________________________________________________________________________ 
___________________________________________________________________________  
b. Do you ever have these feelings come from “out of the blue,” for no apparent reason, or 
in situations where you did not expect them to occur?    YES___ NO____ 
 
If patient indicates the presence of unexpected panic symptoms, further inquiry is necessary to 
determine if these symptoms occur in a number of situational contexts or whether the symptoms 
are circumscribed to a particular type of situation (as can occur in Social or Specific Phobia).  
2. How long does it usually take for the rush of fear /discomfort to reach its peak 
level?  
                                                                                                  ______ minutes  
(Must be less than or equal to 10 minutes to meet diagnostic criteria)  
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3. How long does the fear/discomfort usually last at its peak level? 
                                                                                                  ______ minutes  
If no evidence of unexpected (uncued) panic attacks that peak in less than 10 minutes, 
consider ending the interview or, if uncertain, continue interview.  
 
II. SYMPTOM RATINGS  
In this section rate symptoms only for panic attacks that occur UNEXPECTEDLY in a variety of 
situations. Panic symptoms that are limited to a single stimulus (e.g., enclosed places or heights, 
social situations, obsessional content, etc.) should not be rated here. 
 
In mixed or uncertain cases, ratings can be completed in this section.  
Rate the severity of each symptom that is typical of the most recent period of attacks and, when 
appropriate, what characterized a typical attack in a separate past episode of disturbance. If a 
symptom is experienced during only some attacks (i.e., does not typically occur during an 
attack), enclose the rating in parentheses.  
DSM-IV defines a panic attack as a discrete period of intense fear or discomfort, in which at 
least 4 of the symptoms listed below developed abruptly and reached a peak within 10 minutes. 
If typical attacks do not include 4 symptoms, determine if any attack has included 4 symptoms.  
Use the following inquiry when rating symptoms:  
1) During the panic attack, do you usually experience _____________? 
2) Using Scale A, how distressing/severe is the symptom to you? If there is any doubt about 
whether the symptom is typical, ask: Do you experience this nearly every time you have an 
attack?  
 
(SCALE A) 
 
0--------1----------2---------3---------4---------5---------6---------7---------8     
None   Mild   Moderate     Severe    Very severe 
                                                                                                         FULL LSA   
COMMENTS 
a. Palpitations, pounding heart, or accelerated heart rate           _____ _____ ____________ 
b. Sweating                _____ _____ ____________ 
c. Trembling or shaking              _____ _____ ____________ 
d. Shortness of breath or smothering sensations            _____ _____ ____________ 
e. Feeling of choking               _____ _____ ____________ 
f. Chest pain or discomfort              _____ _____ ____________ 
g. Nausea or stomach distress              _____ _____ ____________ 
h. Chills or hot flushes              _____ _____ ____________ 
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i. Dizziness, unsteady feelings, lightheadedness, or faintness  _____  _____ ____________ 
j. Feelings of unreality or being detached from oneself   _____ _____ ____________ 
k. Numbing or tingling sensations                 _____ _____ ____________ 
l. Fear of dying       _____ _____ ____________ 
m. Fear of going crazy       _____ _____ ____________ 
n. Fear of doing something uncontrolled     _____   _____ ____________ 
2a. If the patient reports 4 or more symptoms per typical attack of at least Moderate Severity 
(i.e., 4 or above), ask:  
Do you have periods (attack/spells) when you have a sudden, unexpected rush of 
fear/discomfort that is accompanied by only one or two these symptoms?  
                                                                                                                      YES____ NO_____  
If YES, go back and rate severity of symptoms under Limited Symptom Attack (LSA) column. 
 
b. If the patient reports less than 4 symptoms per typical attack, ask:  
Do you have periods (attack/spells) when you have had a sudden, unexpected rush of 
fear/discomfort that is accompanied by four or more of these symptoms?  
        YES ____ NO_____  
If YES, go back and rate severity of symptoms under Full Attack (FULL) column, switching 
rating for typical, recent panic attacks to the Limited Symptom Attack (LSA) column.  
 
III. CURRENT EPISODE 
Now I want to ask you a series of questions about this current period of panic attacks.  
1a. How many panic attacks have you had in the past month? 
                                                                                                   _______Full ________Limited  
b. How many panic attacks have you had in the past 6 months? 
                                              
                                                                                                   ________ Full _______Limited  
Using the following scale as a guide, rate how much you have been worried about, or how 
apprehensive you have been, of having another panic attack.  
0---------1----------2----------3----------4-----------5----------6---------7-----------8   
No   Rarely        Occasionally    Frequently          Constantly  
Worry/No  worried/ Mild      worried/ Moderate worried/Severe        worried/Extreme  
apprehension    apprehension       apprehension apprehension          apprehension 
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If no evidence of persistent concern/worry about panic over past month ask, Since your first 
attacks, has there been a period of a month a more when you were worried that you might 
have more attacks?  
YES _____ NO __________  
If YES, When was this?  
FROM______________ TO____________  
b. Specifically, what types of things do you anticipate happening as the result of the 
attacks? (Inquire about immediate and long-term consequences.) 
__________________________________________________________________________ 
__________________________________________________________________________  
c. Have the attacks caused you to change your behavior/lifestyle in any way?  
  YES______ NO_______ 
If YES, how so? ______________________________________________________________ 
____________________________________________________________________________  
Situational avoidance (i.e., agoraphobia): 
___________________________________________________________________________  
Interoceptive sensitivity/avoidance (e.g., physical exertion, sex, caffeine, expressing strong 
emotions, hot places, thrilling movies, activities that heighten awareness of bodily sensations): 
____________________________________________________________________________  
Safety signals (e.g., medications, people, access to telephones/car): 
____________________________________________________________________________  
Distraction (loud music, keeping TV on, staying involved in activities): 
____________________________________________________________________________  
Lifestyle changes (e.g., reduction in “stressful” activities): 
____________________________________________________________________________  
(Patient must have 2a, 2b, OR 2C for at least one month in order to meet Panic Disorder 
criteria.)  
3. In what ways have the panics interfered with your life (e.g., daily routine, job, social 
activities)? ; How much are you bothered about having the attacks? 
___________________________________________________________________________ 
____________________________________________________________________________  
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Using Scale A as a guide, rate how much panic attacks have interfered with your life.  
interference: ___________________ 
 
Using the same scale, rate how much distress the panic attacks have caused you.  
distress: __________________  
(SCALE A)  
0----------1----------2-----------3-----------4-----------5-----------6-----------7------------8  
None   Mild      Moderate   Severe       Very severe  
4a. Can you recall your first panic attack that began this current period of attacks? 
YES _____ NO_____  
If YES, When did it happen? ______________Month _______________Year  
b. Were you under any type of stress during this time?  
YES ______NO _____  
What was happening in your life at the time? 
_____________________________________________________________________________ 
_____________________________________________________________________________  
Were you experiencing any difficulties or changes in:  
(1) Family/relationship?_________________________________________ 
(2)Work/school? ______________________________________________ 
(3)Finances? _________________________________________________ 
(4)Legal matters? ______________________________________________  
(5)Health (self/others)? _________________________________________ 
c. On the day of this first attack, were you taking any type of drug? (Include 
alcohol/caffeine.)  
YES _______ NO ________  
If YES, specify type/amount: ___________________________________________________  
5. Just prior to or since the panic attacks began, have you been regularly taking any types of 
drugs?  
YES _______ NO ________  
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Specify (type; amount; dates of use): __________________________________________  
_____________________________________________________________________________ 
6. Just prior to or since the panic attacks began, have you had any physical condition such 
as inner ear problems, mitral valve prolapse, pregnancy, hyperthyroidism, hypoglycemia?  
YES_______ NO_______  
Specify (type; date of onset/remission): ________________________________________ 
________________________________________________________________________  
7. When did the panic attacks become a problem in that they occurred regularly and/or 
you became very worried or anxious about having more attacks, or the attacks caused a 
change in your behavior in some way? (Note: if patient is vague in date of onset, attempt to 
ascertain more specific information, e.g., by linking onset to objective life events).  
_________________________________________________________________________  
Date of Onset: _______________Month: ________________ Year: ______________  
8. What types of things seem to trigger the attacks? [Inquire about internal (thoughts, 
sensations, images) and external (feared situations, situations that elicit heightened self-focused 
attention, physical effects of various activities such as caffeine, exercise, etc). triggers.]  
   _______________________________________________________________________ 
   _______________________________________________________________________ 
9. When a panic attack occurs, how do you handle it? 
______________________________________________________________________ 
______________________________________________________________________  
10. Besides this current period of panic attacks, have there been other, separate periods 
of time before this when you have had these attacks?  
If YES, the clinician should consider inquiring about past episode, particularly if the 
clinician determines that this information may be important for clinical or diagnostic 
reasons. 
Date(s) of prior episodes: _________________________________________________  
 
CURRENT PANIC DISORDER?   YES_______ NO_______  
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Appendix B  
 
Childhood Trauma Scale (Klein Trauma and Abuse-Neglect) 
 
 
LOSS 
1.  Did either of your parents or significant caregiver die before you were 15 years old? 
     _______ NO 
     _______ YES 
 
2.  Were your parents divorced, separated (for more than 6 months) before you were 15 years 
old? 
      _______ NO 
     _______ YES 
 
3. Other than death, divorce, or marital separation, were you ever separated from either parent 
for more than 6 months before the age of 15? 
     _______ NO 
     _______ YES 
 
ABUSE AND NEGLECT 
In rating these items, use the criteria you would ordinarily employ in deciding to file a report 
with Child Protective Services. Only count events occurring before the patient was 15 years old. 
 
4.  How strict were your parents (or adult caregiver in disciplining you? 
 Did they ever hit you hard enough that it raised marks or blood? 
 Did you hurt the next day? 
 Did you have to see a doctor? 
     _______ No history of physical abuse 
     _______ Questionable physical abuse 
     _______ Definite history of physical abuse 
 
5.  Did your parents (or adult caregiver) ever fail to provide you with adequate food, clothing, 
shelter, or medical attention? 
_______ No history of neglect 
     _______ Questionable neglect 
     _______ Definite history of neglect 
 
 
 
 
 
For the following questions, rate as definitely present only if the perpetrator was at least 5 years 
older than the patient and some genital contact or exposure was involved. Do not count vague 
memories or assumptions. 
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6.  Before the age of 15, did you ever have any sexual contact with anyone in your family, 
without your wanting to? 
     _______ NO 
     _______ YES 
 
Could you tell me a little bit about what happened? 
 
7.  Before the age of 15, did you ever have any sexual contact with anyone outside your family 
without your wanting it? 
     _______ NO 
     _______ YES 
 
Could you tell me a little bit about what happened? 
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Appendix C 
 
Reflective Functioning Interview 
 
 
1. A. Can you tell me about one of your parents? What is that parent like?  
     
    B. How do you think your relationship came to be that way?  
 
2.  A.  Can you tell me about your relationship?  
 
B. Do you have any thoughts about how your relationship came to be that way? (Alternative   
form of question: …about how these conflicts and problems developed? …about how it came 
to be such a close relationship? 
 
3.  Can you tell me about a specific memory of that relationship or about that parent from 
childhood? (ages 5-12?) 
 
4.  Can you tell me how this relationship has changed over time? (Ask why it has changed if they 
don’t address this in their answer.   
 
5.  Can you tell me what impact this parent has had on your life?  
 
6.  Can you tell me why you chose to talk about this parent?  
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Appendix D 
 
Panic Specific Reflective Functioning Interview 
 
 
1.  Why do you think you have panic attacks?  
 
2. Have you ever noticed that you get more panic episodes when you are upset about something? 
If they say yes, ask what they might be upset about?  
 
3a.  Do you have any ideas about how being upset about these things might connect to your 
panic symptoms?  
 
3b.  Do you notice any pattern at all as to when you might get your attacks?  
 
 
  
  
92 
References 
 
Agid, O., Shapira, B., Zislin, J., Ritsner, M., Hanin, B., Murad, H., et al. (1999). Environment  
 and vulnerability to major psychiatric illness: A case control study of early parental loss  
 in major depression, bipolar disorder, and schizophrenia. Molecular Psychiatry, 4, 163- 
 172. 
 
Ainsworth, M.D., Blehar, M.C., Waters, E. & Wall, S. (1978).  Patterns of attachment: A  
 psychological study of the strange situation. New Jersey: Erlbaum. 
 
Allen, J.G. (2013). The development in psychoanalysis series: Mentalizing in the development  
 and treatment of attachment trauma. London: Karnac Books. 
 
American Psychiatric Association, (2013).  Diagnostic and Statistical Manual of Mental  
Disorders (DSM-IV-TR) (5th ed.) Virginia: American Psychiatric Association. 
 
Ammaniti, M. & Trentini, C. (2009). How new knowledge about parenting reveals the  
 neurobiological implications of intersubjectivity: A conceptual synthesis of recent  
 research. Psychoanalytic Dialogues, 19, 537-555. 
 
Anda, R.F, Felitti, V.J., Bremner, J.D., Walker, J.D., Whitfield, C., Perry, B.D., et al. (2006).  
 The enduring effects of abuse and related adverse experiences in childhood: A  
 convergence of evidence from neurobiology and epidemiology. European Archives of  
 Psychiatry & Clinical Neuroscience, 256, 174-186. 
 
Anglin, D.A., Polanco-Roman, L. & Lui, F. (2015). Ethnic variations in whether dissociation  
 mediates the relation between traumatic life events and attenuated positive psychotic  
 symptoms. Journal of Trauma & Dissociation, 16, 68-85. 
 
Ball, S., Robinson, A., Shekhar, A. & Walsh, K. (1997). Dissociative symptoms in panic  
 disorder. The Journal of Nervous and Mental Disease, 185(12), 755-760. 
 
Bandelow, B., Spath, C., Tichauer, G.A. Broocks, A., Hajak, G. & Ruther, E. (2002). Early  
 traumatic life events, parental attitudes, family history, and birth risk factors in patients  
 with panic disorder. Comprehensive Psychiatry, 43, 269-278. 
 
Barlow, D.H. (1988). Anxiety and its disorders: The nature and treatment of anxiety and panic.  
 New York: Guilford Press. 
 
Baron-Cohen, S. (1995). Mindblindness: An Essay on Autism and Theory of Mind. Cambridge,  
 MA: Bradford, MIT Press.  
 
Baron-Cohen, S, Leslie, A.M., & Frith, U. (1985). Does the autistic child have a ‘theory  
of mind’? Cognition, 21, 37-46. 
 
Bateman, A. & Fonagy, P. (2004).  Psychotherapy for borderline personality disorder; 
  
93 
mentalization-based treatment. London: Oxford University Press. 
 
Beeghly, M. & Cicchetti, D. (1994). Child maltreatment, attachment, and the self system:  
 Emergence of an internal state lexicon in toddlers at high social risk. Development and  
 Psychopathology, 6, 5-30. 
 
Bernstein, E.M. & Putnam, F.W. (1986). Development, reliability, and validity of a dissociation  
 scale. Journal of Nervous and Mental Disease, 174(12), 727-735. 
 
Berthelot, N., Ensink, K., Bernazzani, O., Normandin, L., Luyten, P., Fonagy, P. (2015).  
 Intergenerational transmission of attachment in abused and neglected mothers: The role  
 of trauma-specific reflective functioning. Infant Mental Health Journal, 36(2), 200-215.  
 doi: 10.1002/imhj.21499 
 
Biederman, J., Petty, C., Faraone, S.V., Hirshfeld-Becker, D.R., Henin A., Rauf, A, Scott, M., et  
 al. (2005). Childhood antecedents to panic disorder in referred and nonreferred adults.  
 Journal of Child and Adolescent Psychopharmacology, 15(4), 549-562.  
 
Bifulco, A., Brown, G.W., & Harris, T.O. (1987). Childhood loss of parent, lack of adequate  
 parental care and adult depression: A replication. Journal of Affective Disorders, 12(2),  
 115-128. 
 
Bion, W.R. (1962). Learning from Experience. London: Heinemann. 
 
Boehnlein, J.K. (2001). Cultural interpretations of physiological processes in post-traumatic  
 stress disorder and panic disorder. Transcultural Psychiatry, 38(4), 461-467. 
 
Bosquet, M. & Egeland, B. (2001). Associations among maternal depressive symptomatology, 
 state of mind and parent and child behaviors: Implications for attachment-based 
 interventions. Attachment & Human Development, 3(2), 173-199. 
Bouchard, M.A., Lecours, S., Tremblay, L.M, Target, M., Fonagy, P., Schachter, A., et al.  
 (2008). Mentalization in adult attachment narratives: reflective functioning, mental states,  
 and affect elaboration compared. Psyhoanalytic Psychology, 25(1), 47-66.  
 
Bouton, M.E., Mineka, S. & Barlow, D.H. (2001). A modern learning theory perspective on the  
 etiology of panic disorder. Psychological Review, 108(1), 4-32. 
 
Bowlby, J. (1969). Attachment and loss: Vol. 1. Attachment. New York, Basic Books. 
 
Bradshaw, G.A. & Schore, A.N. (2007). How elephants are opening doors: Developmental  
 neuroethology, attachment and social contexts. Ethology, 113, 426-436. 
 
Brand, B.L., Lanius, R., Vermetten, E., Loewenstein, R.J., Spiegel, D. (2012). Where are we  
 going? An update on assessment, treatment, and neurobiological research in dissociative  
 disorders as we move toward the DSM-5. Journal of Trauma and Dissociation, 13(1), 9- 
 31. 
  
94 
 
Briere, J. (2006). Dissociative symptoms and trauma exposure: specificity, affect dysregulation,  
 and posttraumatic stress. The Journal of Nervous and Mental Disease, 194(2), 78-82. 
 
Briere, J. (2002). Multiscale Dissociation Inventory professional manual. Odessa, FL:  
 Psychological Assessment Resources. 
 
Briere, J., Dietrich, A. & Semple, R.J. (2016). Dissociative complexity: Antecedents and clinical  
 correlates of a new construct. Psychological Trauma: Theory, Research, Practice, and  
 Policy, 8(5), 577-584.  
 
Briere, J. & Elliott, D.M. (2003). Prevalence and psychological sequelae of self-reported  
 childhood physical and sexual abuse in a general population sample of men and women.  
 Child Abuse and Neglect, 27, 1205-1222.  
Briere, J., Weathers, F. W., & Runtz, M. (2005). Is dissociation a multi- dimensional construct?  
 Data from the Multiscale Dissociation Inventory. Journal of Traumatic Stress, 18, 221– 
 231. http://dx.doi.org/10.1002/jts .20024  
Brown, T.A. & McNiff, J. (2009). Specificity of autonomic arousal to DSM-IV panic disorder  
 and posttraumatic stress disorder. Behaviour Research and Therapy, 47(6), 487-493. 
 
Busch, F.N., Cooper, A.M., Klerman, G.L., Penzer, R.J., Shapiro, T., Shear, M.K. (1991). 
Neurophysiological, cognitive-behavioral, and psychoanalytic approaches to panic 
disorder: towards an integration.  Psychoanalytic Inquiry, 11, 316-332. 
 
Busch, F.N. & Milrod, B.L. (2013). Panic-focused psychodynamic psychotherapy- extended  
 range. Psychoanalytic Inquiry, 33 (584-594).  
 
Busch, F.N., Milrod, B.L., Rudden, M., Shapiro, T., Singer, M., Aronson, A., Roiphe, J.  
(1999). Oedipal dynamics in panic disorder.  Journal of the American Psychoanalytic 
Association, 47, 773-790. 
 
Busch, F.N., Milrod, B.L., Singer, M.B., & Aronson, A.C. (2012). Manual of Panic Focused  
 Psychodynamic Psychotherapy- Extended Range. New York: Routledge. 
 
Carter, M.M. & Barlow, D.H. (1995). Learned alarms: The origins of panic. In W.T. O’Donohue  
 & K. Leonard (Eds.), Theories of Behavior Therapy: Exploring behavior change. (pp.  
 209-228).  Washington, DC: American Psychological Association. 
 
Cassano, G.B., Petracca, A., Perugi, G., Toni, C., Tundo, A., & Roth, M. (1989). Derealization  
 and panic attacks: A clinical evaluation on 150 patients with panic disorder/ agoraphobia.  
 Comprehensive Psychiatry, 30(1), 5-12. 
 
Castellini, G., Maggi, M. & Ricca, V. (2014). Childhood sexual abuse and psychopathology. In  
 G. Corona et al. (Eds.), Emotional, physical and sexual abuse, (p.71-91). Switzerland:  
  
95 
 Springer International Publishing. 
 
Chambless, D.L. (1985) The relationship of severity of agoraphobia to associated  
psychopathology.  Behavior Research and Therapy, 23, 305-310. 
 
Chambless, D.L., & Gracely, E.J. (1989). Fear of fear and the anxiety disorders.  
Cognitive Therapy and Research, 13, 9-20. 
 
Chambless, D.L., Milrod, B., Porter, E., Gallup, R., McCarthy, K.S., Graf, E.,… Barber, J.P.  
 (2017). Prediction and moderation of improvement in cognitive-behavioral and  
 psychodynamic psychotherapy for panic disorder. Journal of Consulting and Clinical  
 Psychology, 85(8), 803-813.  
 
Cicchetti, D. & Toth, S.L. (eds.) (1997). Developmental perspectives on trauma: Theory,  
 research, and intervention. Rochester Symposium on Developmental Psychopathology:  
 Vol 8., Mt. Hope Family Center: University of Rochester Press. 
 
Cicchetti, D. & Toth, S.L. (2005). Child Maltreatment. Annual Review of Clinical Psychology, 1,  
 409-438. doi: 10.1146/annurev.clinpsy.1.102803.144029 
 
Clark, D.M. (1986).  A cognitive approach to panic. Behavior Research and Therapy, 24,  
461-470. 
 
Cloitre, M., Cohen, L.R., & Koenen, K.C. (2006). Treating survivors of childhood abuse:  
 Psychotherapy for the interrupted life. New York: The Guilford Press. 
 
Cloitre, M., Stolbach, B.C., Herman, J.L., van der Kolk, B., Pynoos, R., Wang, J. & Petkova, E. 
 (2009). A developmental approach to complex PTSD: Childhood and adult cumulative  
 trauma as predictors of symptom complexity. Journal of Traumatic Stress, 22, 399-408. 
 
Collin-Vezina, D., Daigneault, I. & Hebert, M. (2013). Lessons learned from child sexual abuse  
 research: prevalence, outcomes, and preventive strategies. Child and Adolescent  
 Psychiatry and Mental Health, 7(22), 1-9. 
 
Courtiois, C.A. & Ford, J.D. (Eds.) (2009). Treating complex traumatic stress disorders: An  
 evidence-based guide. New York: The Guilford Press.  
 
Craske, M.G., Poulton, R., Taso, J.C., & Plotkin, D. (2001).  Paths to panic  
disorder/Agoraphobia: An exploratory analysis from age 3 to 21 in an unselected birth 
cohort. Journal of the American Academy of Child and Adolescent Psychiatry, 40, 556-
560 
 
Craske, M.G. & Waters, A.M. (2005).  Panic Disorder, Phobias, and Generalized Anxiety  
Disorder.  Annual Review of Clinical Psychology, 1, 197-225. 
 
Crittenden, P.M. (1989). Child maltreatment and attachment theory. In D. Cicchetti & V. Carlson  
  
96 
(Eds.), Child Maltreatment: Theory and Research on the Causes and Consequences of  
 Child Abuse and Neglect (pp. 432-463). New York: Cambridge University Press.  
 
David, D., Giron, A., & Mellman, T.A. (1995). Panic-phobic patients and developmental trauma.  
 Journal of Clinical Psychiatry, 56, 113-117. 
 
Davies, J.M. & Frawley, M.G. (1994). Treating the Adult Survivor of Childhood Sexual Abuse: A  
 Psychoanalytic Perspective. New York: Basic Books. 
 
De Venter, M., Van Den Eede, F., Pattyn, T., Wouters, K., Veltman, D.J., Penninx, B.W.J.H., et  
 al. (2017). Impact of childhood trauma on course of panic disorder: contribution of  
 clinical and personality characteristics. Acta Psychiatrica Scandinavica, 135: 554-563. 
 
Dell, P. F. (2006). The multidimensional inventory of dissociation (MID): A comprehensive  
 measure of pathological dissociation. Journal of Trauma & Dissociation, 7, 77–106.  
 http://dx.doi.org/10.1300/J229 v07n02_06  
 
Diamond, D.B. (1985).  Panic attacks, hypochondriasis and agoraphobia: a self- 
Psychology formulation.  American Journal of Psychotherapy, 39, 114-125. 
 
Dinardo, P.A., Brown, T.A., & Barlow, D.H. (1995).  Anxiety Disorder Interview  
Schedule for DSM-IV: Lifetime version (ADIS-IV-L). New York: Graywinds.  
 
Douglas, A.N. (2009). Racial and ethnic differences in dissociation: An examination of the  
 dissociative experiences scale in a nonclinical population. Journal of Trauma &  
 Dissociation, 10, 24-37. 
 
Ensink, K., Berthelot, N. Bernazzani, O., Normandin, L., & Fonagy, P. (2014). Another step  
 closer to measuring the ghosts in the nursery: preliminary validation of the Trauma  
 Reflective Functioning Scale. Frontiers in Psychology, 5(1471), 1-12. doi:  
 10.3389/fpsyg.2014.01471 
 
Ensink, K., Normandin, L., Target, M., Fonagy, P., Sabourin, S. & Berthelot, N. (2015).  
 Mentalization in children and mothers in the context of trauma: An initial study of the  
 validity of the child reflective functioning scale. British Journal of Developmental  
 Psychology, 33, 203-217. doi: 10.1111/bjdp.12074 
 
Falsetti, S.A. & Resnick, H.S. (1997). Frequency and severity of panic attack symptoms in a  
 treatment seeking sample of trauma victims. Journal of Traumatic Stress, 10(4), 683-689. 
 
Falsetti, S.A., Resnick, H.S., Dansky, B.S., Lydiard, R.B., & Kilpatrick, D.G. (1995). The  
 relationship of stress to panic disorder: Cause or effect? In Does Stress cause psychiatric  
 illness? C. Mazure (Ed.) pp.111-147. Arlington, VA: American Psychiatric Association. 
 
Faravelli, C., & Pallanti, S. (1989).  Recent life events and panic disorder. American  
Journal of Psychiatry, 146, 622-626. 
  
97 
 
Felitti, V.J. (2017). Future applications of the adverse childhood experiences research. Journal of  
 Child and Adolescent Trauma, 10, 205-206. 
 
Fischer, K.W., Kenny, S.L., and Pipp, S.L. (1990). How cognitive processes and environmental  
 conditions organize discontinuities in the development of abstractions. In: C.N.  
 Alexander, E.J. Langer, and R.M. Oetzel (Eds.), Higher Stages of Development (pp.162- 
 187). New York: Oxford University Press. 
 
Fonagy, P. (1991). Thinking about thinking: Some clinical and theoretical considerations in the  
 treatment of a borderline patient. International Journal of Psycho-Analysis, 72: 639-656. 
  
Fonagy, P. & Bateman, A. (2006.) Mechanisms of change in mentalization-based  
treatment of BPD. Journal of Clinical Psychology, 62, 411-430. 
 
Fonagy, P., Gergely, G., Jurist, E., & Target, M. (2002).  Affect Regulation, Mentalization  
and the Development of the Self. New York: Other Press. 
 
Fonagy, P., Gergely, G, & Target, M (2007).  The parent-infant dyad and the construction  
of the subjective self.  Journal of Child Psychology and Psychology, 48, 288-328. 
 
Fonagy, P., Leigh, T., Steel, M., Steele, H., Kennedy, R., Mattoon, K., Target, M., & 
Gerber, A. (1996) The relation of attachment status, psychiatric classification, and 
response to psychotherapy.  Journal of Consulting and Clinical Psychology, 64, 22-31. 
 
Fonagy, P., Steele, M., Steele, H., Leigh, T., Kennedy, R., Mattoon, G., & Target, M. 
(1995).  Attachment, the reflective self, and borderline states.  In S. Goldberg & J. Kerr 
(Eds.), Attachment research: The state of the art (pp. 233-278). New York: Analytic 
Press. 
 
Fonagy, P. & Target, M. (1995). Understanding the violent patient: The use of the body and the  
 role of the father. International Journal of Psycho-analysis, 76, 487-502. 
 
Fonagy, P. & Target, M. (1996). Playing with reality: I. Theory of mind and the normal  
 development of psychic reality. International Journal of Psycho-analysis, 77, 217-233. 
 
Fonagy, P. & Target, M. (1997). Attachment and reflective function: Their role in self- 
 organization. Development and Psychopathology, 9, 679-700. 
 
Fonagy, P. & Target, M. (2000). Playing with reality: III. The persistence of dual psychic reality  
 in borderline patients. International Journal of Psycho-Analysis, 81, 853-873. 
 
Fonagy, P. & Target, M. (2006).  The mentalization-focused approach to self pathology.   
Journal of Personality Disorders, 20, 544-576. 
 
Fonagy, P., Target, M., Steele, H. & Steele, M. (1998).  Reflective Functioning Manual,  
  
98 
version 5 for application to the Adult Attachment Interviews, unpublished manuscript. 
University College London. 
 
Ford, J.D. (2009). Neurobiological and developmental research: Clinical implications. In C.A.  
 Courtois & J.D. Ford (Eds), Treating complex traumatic stress disorders: An evidence- 
 based guide (pp. 31-58). New York: The Guilford Press. 
 
Freud, S. (1895).  On the grounds for detaching a particular syndrome from neurasthenia  
under the description ‘anxiety neurosis.’ Standard Edition, 3, 90-115. 
 
Freud, S. (1926). Inhibitions, Symptoms, and Anxiety. The Standard Edition of the Complete  
 Works of Sigmund Freud, Volume XX (1925-1926): An Autobiographical Study,  
 Inhibitions, Symptoms, and Anxiety, The Question of Lay Analysis and Other Works, 75- 
 176. 
 
Friedman, M.J., Resick, P.A., Bryant, R.A. & Brewin, C.R. (2011). Considering PTSD for DSM- 
 5. Depression and Anxiety, 28, 750-769. doi: 10.1002/da.20767 
 
Friedman, S., Smith, L., Fogel, D., Paradis, C., Viswanathan, R., Ackerman, R., et al. (2002).  
 The incidence and influence of early traumatic life events in patients with panic disorder:  
a comparison with other psychiatric outpatients. Journal of Anxiety Disorders, 16, 259-
272. 
 
Gal, G., Levav, I., & Gross, R. (2011). Psychopathology among adults abused during childhood  
 or adolescence. The Journal of Nervous and Mental Disease, 199, 222-229.  
 
Ginzburg, K., Koopman, C., Butler, L.D., Palesh, O., Kraemer, H.C., Classen, C.C. & Spiegel,  
 D. (2006). Evidence for a dissociative subtype of post-traumatic stress disorder among  
 help-seeking childhood sexual abuse survivors. Journal of Trauma & Dissociation, 7(2),  
 7-27. 
 
Godbout, N., Briere, J., Sabourin, S. & Lussier, Y. (2014). Child sexual abuse and subsequent  
 relational and personal functioning: The role of parental support. Child Abuse & Neglect,  
 38, 317-325. 
 
Goodwin, R.D., Fergusson, D.M. & Horwood, L.J. (2005). Childhood abuse and familial  
 violence and the risk of panic attacks and panic disorder in young adulthood.  
 Psychological Medicine, 35(6), 881-890.  
 
Goodwin, R.D. & Gotlib, I.H. (2004). Panic attacks and psychopathology among youth. Acta  
 Psychiatrica Scandinavica, 109, 216-221. 
 
Goodwin, R.D. & Roy-Byrne, P. (2006). Panic and suicidal ideation and suicide attempts:  
 Results from the national comorbidity survey. Depression and Anxiety, 23(3), 124-132. 
 
Green, J.G., McLaughlin, K.A., Berglund, P.A., Gruber, M.J., Sampson, N.A., Zaslavsky, A.M.,  
  
99 
 Kessler, R.C. (2010). Childhood adversities and adult psychiatric disorders in the  
 National Comorbidity Survey Replication I: Associations with first onset of DSM-IV  
 disorders. Archives of General Psychiatry, 67(2), 113-123.  
 
Grienenberger, J., Kelly, J., & Slade, A. (2005).  Maternal reflective functioning, mother- 
Infant affective communication, and infant attachment: Exploring the link between 
mental states and observed caregiving behavior in the intergenerational transmission of 
attachment.  Attachment & Human Development, 7, 299-311. 
 
Gunnar, M. (2000). Early adversity and the development of stress reactivity and regulation. In  
 The Effects of Adversity on Neurobehavioral Development. The Minnesota Symposia on  
 Child Psychology, ed. CA Nelson, pp163-200. Mahwah, NJ: Erlbaum. 
 
Gunnar, M. & Quevedo, K. (2007). The neurobiology of stress and development. The Annual  
 Review of Psychology, 58, 145-173.  
 
Haagenars, M.A., van Minnen, A., Hoogduin, C.A.L. & Verbraak, M. (2009). A transdiagnostic  
 comparison of trauma and panic memories in PTSD, panic disorder, and healthy controls. 
 Journal of Behavior Therapy and Experimental Psychiatry, 40, 412-422. 
 
Heim, C., Jeffrey, D.J., Mietzko, T., Miller, A.H., & Nemeroff, C.B. (2008). The link between  
 childhood trauma and depression: Insights from HPA axis studies in humans.  
 Psychoneuroendocrinology, 33(6), 693-710. 
 
Heim, C., Shugart, M., Craighead, W.E. & Nemeroff, C.B. (2010). Neurobiological and  
 psychiatric consequences of child abuse and neglect. Developmental Psychobiology, 52,  
 671-690. 
 
Hinton, D.E., Pich, V., Marques, L., Nickerson, A. & Pollack, M.H. (2010). Khyal attacks: A  
 key idiom of distress among traumatized Cambodia refugees. Culture, Medicine &  
 Psychiatry, 34, 244-278. doi: 10.1007/s11013-010-9174-y 
 
Hovens, J.G.F.M., Giltay, E.J., Wiersma, J.E., Spinhoven, P., Penninx, W.J.H., Zitman, F.G. 
(2012). Impact of childhood life events and trauma on the course of depressive and 
anxiety disorders. Acta Psychiactrica Scandinavica, 126, 198-207.  
 
Hovens, J.G.F.M., Wiersma, J.E., Giltay, E.J., van Oppen, P., Spinhoven, P., Penninx, W.J.H., et  
 al. (2010). Childhood life events and childhood trauma in adult patients with depressive,  
 anxiety and comorbid disorders vs. controls. Acta Psychiactrica Scandinavica, 122, 66- 
 74. 
 
Hunter, E.C.M. & Sierra, M. & David, A.S. (2004). The epidemiology of depersonalization and  
 derealization: A systematic review. Social Psychiatry and Psychiatric Epidemiology, 39,  
 9-18. doi: 10.1007/s00127-004-0701-4 
 
Jones, J.C. & Barlow, D.H. (1990). The etiology of posttraumatic stress disorder. Clinical  
  
100 
 Psychology Review, 10(3), 299-328. 
 
Kaplow, J.B. & Widom, C.S. (2007). Age of onset of child maltreatment predicts long-term  
 mental health outcomes. Journal of Abnormal Psychology, 116(1), 176-187. 
  
Katznelson, H. Reflective functioning: A review. Clinical Psychology Review, 34, 107-117. 
 
Kaufman, J. & Henrich, C. (2000). Exposure to violence and early childhood trauma. In C.  
 Zeanah, Jr. (Ed.), Handbook of Infant Mental Health (pp 195-207). New York: Guilford  
 Press.  
 
Kessler, R.C.; Chiu, W.T.; Jin, R.; Ruscio; A.M.; Shear, K.; Walters, E.E. (2006).  The  
epidemiology of panic attacks, panic disorder and agoraphobia in the national 
comorbidity survey replication.  Archives of General Psychiatry, 63, 415-424. 
 
Kessler, R.C., McLaughlin, K.A., Green, J.G., Gruber, M.J., Sampson, N.A., Zaslavsky, A.M., et  
 al. (2010). Childhood adversities and adult psychopathology in the WHO Mental Health  
 Surveys. The British Journal of Psychiatry, 197, 378-385. 
 
Klass, E.T., Milrod, B., Leon, A.C., Kay, S.J., Schwalberg, M., Li, C., et al. (2009). Does  
 interpersonal loss preceding panic disorder onset moderate response to psychotherapy?  
 An exploratory study. Journal of Clinical Psychiatry, 70(3), 406-411. 
 
Klauke, B., Deckert, J., Reif, A., Pauli, P. & Domschke, K. (2010). Life events in panic disorder-  
 an update on “candidate stressors.” Depression and Anxiety, 27, 716-730. 
 
Klein, D.F. (1993). False suffocation alarms, spontaneous panics, and related conditions:  
an integrative hypothesis.  Archives of General Psychiatry, 50, 306-317. 
 
Klein, R.G. (1995). Is panic disorder associated with childhood separation anxiety disorder?  
 Clinical Neuropharmacology, 18(2), S7-S14.  
 
Korol, S. (2008). Familial and social support as protective factors against the development of  
 dissociative identity disorder. Journal of Trauma and Dissociation, 9(2), 249-267. 
 
Kossowsky, J., Pfaltz, M.C., Schneider, S., Taeymans, J., Locher, C., Gaab, J. (2013). The  
 separation anxiety disorder hypothesis of panic disorder revisited: a meta-analysis.  
 American Journal of Psychiatry, 170, 768-781. 
Lanius, R., Vermetten, E., Loewenstein, R. J., Brand, B., Schmahl, C., Bremner, J. D., et al.  
 (2010). A dissociative subtype of PTSD: Clinical and neurobiological evidence. The  
 American Journal of Psychiatry, 167(6), 640 647.  
Leskin, G.A. Sheikh, J.I. (2002). Lifetime trauma history and panic disorder: findings from the  
 National Comorbidity Survey. Journal of Anxiety Disorders, 16, 599-603. 
 
  
101 
Lewinsohn, P.M., Holm-Denoma, J.M., Small, J.W., Seeley, J.R. & Joiner, T.E. Jr. (2008). 
 Separation anxiety disorder in childhood as a risk factor for future mental illness. Journal  
 of the American Academy of Child and Adolescent Psychiatry, 47(5), 548-555. 
 
Lewis-Fernandez, R., Hinton, D.E., Laria, A.J., Patterson, E.H., Hofmann, S.G., Craske, M.G.,  
 Stein, D.J., et al. (2010). Culture and the anxiety disorders: recommendations for DSM- 
 V. Depression and Anxiety, 27, 212-229. 
 
Lizardi, H., Klein, D. N., Ouimette, P. C., Riso, L. P., Anderson, R. L., & Donaldson, S. K.  
 (1995). Reports of the childhood home environment in early-onset dysthymia and  
 episodic major depression. Journal of Abnormal Psychology, 104, 132–139.  
 http://dx.doi.org/10.1037/0021-843X .104.1.132  
 
Lochner, C., Seedat, S., Allgulander, C., Kidd, M., Stein, D., & Gerdner, A. (2010). Childhood 
 trauma in adults with social anxiety disorder and panic disorder: A cross-national study. 
 African Journal of Psychiatry, 13(5), 2010.  
 
Luyten, P., Fonagy, P., Lowych, B. & Vermote, R. (2012). Assessment of mentalization.  In 
A.W.  
 Bateman & P. Fonagy (Eds.), Handbook of mentalizing in mental health practice (pp. 43- 
 65). Washington D.C.: American Psychiatric Publishing.  
 
Lyssenko, L., Schmahl, C., Bockhacker, L., Bonderlin, R., Bohus, M., Kleindienst, N. (2017).  
 Dissociation in psychiatric disorders: A meta-analysis of studies using the dissociative  
 experiences scale. Ajp in Advance, 1-10. doi: 10.1176/appi.ajp.2017.17010025 
 
Main, M. (1991). Metacognitive knowledge, metacognitive monitoring, and singular  
(coherent) vs. multiple (incoherent) model of attachment: Findings and directions for 
future research.  In eds.: CM Parkes & J. Stevenson-Hinded: Attachment across the life-
cycle. New York: Routledge. 
 
Main, M., & Goldwyn, R. (1994). Adult Attachment Rating and Classification System,  
Manual in draft, Version 6. 0.  Unpublished Manuscript: University of California at 
Berkeley. 
 
Main, M. & Goldwyn, R. (1995).  Adult attachment classification system.  In M. Main  
(Ed.), Behavior and the development of representational models of attachment: five 
methods of assessment: Cambridge University Press. 
  
Main, M. & Hesse, E. (2000).  Disorganized Infant, Child, and Adult Attachment: 
Flexible vs. Inflexible Attention under Attachment Related Stress.  Journal of the 
American Psychoanalytic Association, 48: 1097-1127. 
 
Mancini, C., Van Ameringen, M. & Macmillan, H. (1995). Relationship of childhood sexual and  
 physical abuse to anxiety disorders. Journal of Nervous and Mental Disease, 183, 309- 
 314. 
  
102 
 
 Manfro, G.G., Otto, M.W., McArdle, E.T., Worthington, J.J., Rosenbaum, J.F. & Pollack, M.H.  
 Relationship of antecedent stressful life events to childhood and family history of anxiety  
 and the course of panic disorder. Journal of Affective Disorders, 41(2), 135-139. 
 
Manicavasagar, V., Silove, D., Marnane, C. & Wagner, R. (2009). Adult attachment styles in  
 panic disorder with and without comorbid adult separation anxiety disorder. Australian  
 and New Zealand Journal of Psychiatry, 43, 167-172. 
 
Marquez, M., Segui, J., Garcia, L., Canet, J. & Ortiz, M. (2001). Is panic disorder with  
 psychosensorial symptoms (depersonalization-derealization) a more severe clinical  
 subtype? The Journal of Nervous and Mental Disease, 189(5), 332-335. 
 
Marshall, R.D., Schneier, F.R., Lin, S., Simpson, H.B., Vermes, D., & Liebowitz, M. (2000).  
 Childhood trauma and dissociative symptoms in panic disorder. The American Journal of  
 Psychiatry, 157(3), 451-453. 
 
McClellan, J., McCurry, C., Ronnei, M., Adams, J., Eisner, A., & Storck, M. (1996). Age onset  
 of sexual abuse: Relationship to sexually inappropriate behaviors. Journal of the  
 American Academy of Child and Adolescent Psychiatry, 35, 1375-1383. 
 
McFarlane, A.C. (2013). Biology not culture explains dissociation in posttraumatic stress  
 disorder. Biological Psychiatry, 73, 296-297. 
 
McWilliams, L.A., Cox, B.J. & Enns, M.W. (2001). Trauma and depersonalization during panic  
 attacks. The American Journal of Psychiatry, 158(4), 656. 
 
Mendoza, L., Navines, R., Crippa, J.A., Fagundo, A.B., Gutierrez, F., Nardi, A.E., Bulbena, A.,  
 et al. (2011). Depersonalization and personality in panic disorder. Comprehensive  
 Psychiatry, 52, 413-419. doi: 10.1016/j.comppsych.2010.09.002 
 
Mercado, R. (2008). Childhood sexual abuse, eating disturbance and dissociation: A study in  
 Puerto Rico. Journal of Psychological Trauma, 7(4), 298-309. 
 
Milrod, B., Busch, F., Cooper, A. (1997). Manual of Panic Focused Psychodynamic 
Psychotherapy.  APA Press, Washington, DC. 
 
Milrod, B., Busch, F., Leon, A.C., Aronson, A., Roiphe, J., Rudden, M., Singer, M.,  
Shapiro, T., Goldman, H., Richter, D., & Shear, M. (2001).  A pilot open trial of brief 
psychodynamic psychotherapy for panic disorder. Journal of Psychotherapy Practice and 
Research, 10, 239-245. 
 
Milrod, B., Chambless, D. L., Gallop, R., Busch, F. N., Schwalberg, M., McCarthy,  
 K.S…Barber, J. P. (2016). Psychotherapies for panic disorder: A tale of two sites. The  
 Journal of Clinical Psychiatry, 77, 927–935. http://dx.doi.org/10.4088/JCP.14m09507  
 
  
103 
Milrod, B., Leon, A.C., Busch, F., Rudden, M., Schwalberg, M., Clarkin, J., Aronson, A.,  
Singer, M., Turchin, W., Klass, E.T., Graf, E., Teres, J.J., Shear, M.K. (2007).  A 
randomized controlled clinical trial of psychoanalytic psychotherapy for panic disorder.  
American Journal of Psychiatry, 164, 265-272. 
 
Milrod, B., Leon, A.C., Shear M.K. (2004).  Can interpersonal loss precipitate panic  
disorder?  American Journal of Psychiatry, 161, 758-759. 
 
Milrod, B., Markowitz, J.C., Gerber, A.J., Cyranowski, J., Altemus, M., Shapiro, T., Hofer, M.,  
 Glatt, C. (2014). Childhood separation anxiety and the pathogenesis and treatment of  
 adult anxiety. American Journal of Psychiatry, 171, 34-43. doi:  
 10.1176/appi.ajp.2013.13060781 
 
Mulder, R.T., Beautrais, A.L., Joyce, P.R. & Fergusson, D.M. (1998). Relationship between  
 dissociation, childhood sexual abuse, childhood physical abuse, and mental illness in a  
 general population sample. American Journal of Psychiatry, 155(6), 806-811. 
 
Nemeroff, C.B., Heim, C.M., Thase, M.E., Klein, D.N., Rush, A.J., Schatzberg, A.F., et al.  
 (2003). Differential responses to psychotherapy versus pharmacotherapy in patients with  
 chronic forms of major depression and childhood trauma. Proceedings of the National  
 Academy of Sciences of the USA, 100, 14293-14296. Retrieved May 29, 2014, from  
 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC283585/  
 
Nixon, R.D.V. & Bryant, R.A. Peritraumatic and persistent panic attacks in acute stress disorder.  
 Behaviour Research and Therapy, 41(10), 1237-1242. 
 
Perez-Fuentes, G., Olfson, M., Villegas, L., Morcillo, C., Wang, S., & Blanco, C. (2013).  
 Prevalence and correlates of child sexual abuse: a national study. Comprehensive  
 Psychiatry, 54, 16-27.  
 
Pfaltz, M., Michael, T., Meyer, A.H. & Wilhelm, F.H. (2013). Reexperiencing symptoms,  
 dissociation, and avoidance behaviors in daily life of patients with PTSD and patients  
 with panic disorder with agoraphobia. Journal of Traumatic Stress, 26, 443-450. doi:  
 10.1002/jts.21822 
 
Powers, A., Fani, N., Carter, S., Cross, D., Cloitre, M. & Bradley, B. (2017). Differential  
 predictors of DSM-5 PTSD and ICD-11 complex PTSD among African American  
 women. European Journal of Psychotraumatology, 8(1), 1-11. doi:  
10.1080/20008198.2017.1338914 
 
Pynoos, R.S. (1996). Traumatic stress in childhood and adolescence: Recent developments and  
 current controversies. In B.A. Van der Kolk, A.C. McFarlane, & L. Weisaeth (Eds.),  
 Traumatic Stress: The effects of overwhelming experiences on mind, body, and society  
 (pp. 331-358). New York: Guilford Press. 
 
Roe-Sepowitz, D., Bedard, L.E., Kerensa, P. (2007). The impact of child abuse on dissociative  
  
104 
 symptoms: A study of incarcerated women. Journal of Trauma & Dissociation, 8(3), 7- 
 26. 
 
Rogers, S. & Pennington, B. (1991). A theoretical approach to the deficits in infantile autism.  
 Development and Psychopathology, 3, 137-162. 
 
Rudden, M., Milrod, B., Aronson, A., Target, M. (2008). Reflective Functioning in Panic  
Disorder: Clinical Observations and Research Design., in Busch, F.N. (ed.), 
Mentalization. Analytic Press. 
 
Rudden, M., Milrod, B., Target, M., Ackerman, S., & Graf, E. (2006).  Reflective  
Functioning in panic disorder patients: A pilot study. Journal of the American 
Psychoanalytic Association, 54 (4): 1339-43. 
  
Ruiz, E. (2016). Trauma symptoms in a diverse population of sexually abused children.  
 Psychological Trauma: Theory, Research, Practice, and Policy, 8(6), 680-687. 
 
Schore, A.N. (2001). Effects of early relational trauma on right brain development, affect  
 regulation, and infant mental health. Infant Mental Health Journal, 22(1-2), 201-269. 
 
Schore, A.N. (2005). Attachment, affect regulation, and the developing right brain: Linking  
 developmental neuroscience to pediatrics. Pediatr. in Rev., 26, 204-211. 
 
Schore, A.N. (2013). Relational trauma, brain development, and dissociation. In J.D. Ford &  
 C.A. Courtois (Eds.), Treating complex traumatic stress disorders in children and  
 adolescents: Scientific foundations and therapeutic models (pp. 3-23). New York:  
 Guilford Press. 
 
Sedlak, A.J., Mettenburg, J., Basena, M., Petta, I., McPherson, K., Greene, A., and Li, S.  
 (2010).Fourth National Incidence Study of Child Abuse and Neglect (NIS–4): Report to  
 Congress. Washington, DC: U.S. Department of Health and Human Services,  
 Administration for Children and Families. 
 
Seganfredo, A.C.G., Torres, M., Salum, G.A., Blaya, C., Acosta, J., Eizirik, C., & Manfro, G.G.  
 (2009). Gender differences in the associations between childhood trauma and parental  
 bonding in panic disorder. Rev Bras Psiquiatr, 31(4), 314-21. 
 
Shear, M.K. (1996). Factors in the etiology and pathogenesis of panic disorder: revisiting the  
 attachment-separation paradigm. American Journal of Psychiatry, 153(July suppl), 125- 
 136. 
 
Shear, M.K., Brown, T.A.., Barlow, D.H., Money, R., Sholokmska, D.E., Woods, S.W.,  
Gorman, J.M., & Papp, L.A. (1997).  Multicenter collaborative panic disorder severity 
scale.  American Journal of Psychiatry, 154, 1571-1575. 
 
Shear, M.K., Cooper, A.M., Klerman, G.L., Busch, F.N., Shapiro, T. (1993).  A  
  
105 
psychodynamic model of panic disorder  American Journal of Psychiatry, 150, 859-866. 
 
Sierra-Siegert & David. (2007) Depersonalization and individualism: The effect of culture on  
 symptom profiles in panic disorder. The Journal of Nervous and Mental Disease, 195,  
 189-995. 
 
Silove, D., Manicavasagar, V., Curtis, J. & Blaszczynski, A. (1996). Is early separation anxiety 
 a risk factor for adult panic disorder?: A critical review. Comprehensive Psychiatry,  
 37(3), 167-179. 
 
Slade, A. (2005) Parental reflective functioning: An introduction.  Attachment & Human 
Development, 7, 269-281. 
 
Soffer-Dudek, N. (2014). Dissociation and dissociative mechanisms in panic disorder, obsessive- 
 compulsive disorder, and depression: A review and heuristic framework. Psychology of  
 Consciousness: Theory, Research, and Practice, 1(3), 243-270. 
 
Spitzer, C., Barnow, S, Freyberger, H.J. & Grabe, H.J. (2007). Dissociation predicts symptom- 
 related treatment outcome in short-term inpatient psychotherapy. Australian and New  
 Zealand Journal of Psychiatry, 41, 682-687. 
 
Spitzer, R.L., First, M.B., & Wakefield, J.C. (2007). Saving PTSD from itself in DSM-V.  
 Journal of Anxiety Disorders, 21, 233-241.  
 
Springer, K.W., Sheridan, J., Kuo, D. & Carnes, M. (2007). Long-term physical and mental  
 health consequences of childhood physical abuse: Results from a large population-based  
 sample of men and women. Child Abuse and Neglect, 31, 517-530. 
 
Sroufe, L.A. (1997). Psychopathology as an outcome of development. Development and  
 Psychopathology, 251-268. 
 
Sroufe, L.A. (2005). Attachment and development: A prospective, longitudinal study from birth  
 to adulthood. Attachment & Human Development, 7(4), 349-367. doi:  
 10.1080/14616730500365928 
 
Stein, D.J., Koenen, K.C., Friedman, M.J., Hill, E., McLaughlin, K.A., Petukhova, M., Ruscio,  
 A.M., et al. (2013). Dissociation in posttraumatic stress disorder: Evidence from the  
 world mental health surveys. Biological Psychiatry, 73, 302-312.  
 
Steuwe, C., Lanius, R.A., Frewen, P.A. (2012). Evidence for a dissociative subtype of PTSD by  
 latent profile and confirmatory factor analyses in a civilian sample. Depression and  
 Anxiety, 29(8), 689-700. 
 
Tibi, L., van Oppen, P., Aderka, I.M., van Balkom, Anton J.L.M., Batelaan, N.M., et al. (2013).  
 Examining determinants of early and late age at onset in panic disorder: an admixture  
 analysis. Journal of Psychiatric Research, 47, 1870-1875. 
  
106 
 
Trickett, P.K., Noll, J.G., Reiffman, A. & Putnam, F.W. (2001). Variants of intrafamilial sexual  
 abuse experience: Implications for short- and long-term development. Development and  
 Psychopathology, 13, 1001-1019. 
 
Twaite, J.A. & Rodriguez-Srednicki, O. (2004). Childhood sexual and physical abuse and adult  
 vulnerability to PTSD: The mediating effects of attachment and dissociation. Journal of  
 Sexual Abuse, 13(1), 17-36. 
 
U.S. Department of Health and Human Services, Administration for Children and Families,  
 Administration on Children, Youth and Families, Children’s Bureau. Child Maltreatment,  
 2012. Washington, DC: Government Printing Office.  
 http://www.acf.hhs.gov/sites/default/files/cb/cm2012.pdf 
 
Van der Kolk, B.A. (1996). The body keeps score: Approaches to the psychobiology of  
 posttraumatic stress disorder. In B.A. van der Kolk, A.C. McFarlane & L. Weisaeth  
 (Eds), Traumatic stress: The effects of overwhelming experience on mind, body, and  
 society (pp. 214-241). New York: The Guilford Press. 
 
Van der Kolk, B.A. (2007). The developmental impact of childhood trauma. In L.J. Krmayer, R.  
 Lemelson, & M. Barad (Eds), Understanding trauma: Integrating biological, clinical,  
 and cultural perspectives (pp.224-241). New York: Cambridge University Press.  
 
Van der Kolk, B.A., McFarlane, A.C. & Weisaeth, L.W. (Eds.) (1996). Traumatic stress: The  
 effects of overwhelming experience on mind, body, and society. New York: The Guilford  
 Press. 
 
Van Schie, C.C., Van Harmelen, A.L., Hauber, K., Boon, A., Crone, E.A., & Elzinga, B.M.  
 (2017). The neural correlates of childhood maltreatment and the ability to understand  
 mental states of others. European Journal of Psychotraumatology, 8(1), 1-11. doi:  
 10.1080/20008198.2016.1272788  
 
Wabnitz, P., Gast, U. & Catani, C. (2013). Differences in trauma history and psychopathology  
 between PTSD patients with and without co-occurring dissociative disorders. European  
 Journal of Psychotraumatology, 4(1), 21452.  
 
Watson, S., Chilton, R., Fairchild, H. & Whewell, P. (2006). Association between childhood  
 trauma and dissociation among patients with borderline personality disorder. Australian  
 and New Zealand Journal of Psychiatry, 40, 478-481. 
Wilsnack SC, Vogeltanz ND, Klassen AD, Harris TR. (1997) Childhood sexual abuse and  
 women's substance abuse: national survey findings. J Stud Alcohol, 58(3), 264-71. 
Winnicott, D.W. (1965).  Maturational processes and the facilitating environment. New  
York: International Universities Press. 
 
  
107 
Wolf, E.J., Miller, M.W., Reardon A.F., Ryabchenko, K.A., Castillo, D. & Freund, R. (2012) A  
 latent class analysis of dissociation and posttraumatic stress disorder: Evidence for a  
 dissociative subtype. Archives of General Psychiatry, 69(7), 698-705. 
 
Zlotnick, C., Johnson, J., Kohn, R., Vicente, B., Rioseco, P. & Saldivia, S. (2008). Childhood  
 trauma, trauma in adulthood, and psychiatric diagnoses: results from a community  
 sample. Comprehensive Psychiatry, 49, 163-169. 
 
Zucker, M. Spinazzola, J., Blaustein, M., van der Kolk, B.A. (2006). Dissociative  
 symptomatology in posttraumatic stress disorder and disorders of extreme stress. Journal  
 of Trauma and Dissociation, 7(1), 19-31. doi: 10.1300/J229v07n01_03 
